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INTRODUCTION TO THE PORTFOLIO
This portfolio contains the work completed over three years of the Doctorate in 
Clinical Psychology training programme. The aim of this portfolio is to give the 
reader an overview of the experiences and development of the author over the course 
of training.
The portfolio is divided into two volumes. Volume One is a public hardbound 
document and will be held in the University of Surrey library. Volume Two contains 
more confidential material and is therefore private. Volume Two will be stored in the 
psychology department at the University of Surrey.
Both volumes are divided into dossiers: academic, clinical and research. In this 
volume, the academic dossier contains a literature review, an essay, two problem 
based learning (PEL) reflective accounts, and two summaries of personal and 
professional development (PPD) process accounts. The clinical dossier contains a 
summary of the placements over the three years of training and summaries of the five 
clinical case reports. The research dossier contains the service related research 
project (SRRP) and evidence of having disseminated the research findings, the major 
research project (MRP), a research log, and the abstract of a qualitative research 
project.
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ACADEMIC DOSSIER
The academic dossier starts with a literature review on the effectiveness of family 
interventions for children with conduct difficulties, written during the first year of 
training. This is followed by an essay relating to professional and organisational 
issues, written during the second year of training. Two reflective accounts of 
problem-based learning exercises conducted over the first two years of training are 
then presented. The dossier ends with two summaries of the personal and 
professional development group process accounts completed in years one and two of 
training. Given the sensitive and confidential nature of these accounts only 
summaries are presented here (complete documents are presented in full in Volume 
Two).
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Are family interventions for children with 
conduct difficulties effective?
Literature Review 
Year 1 January 2010
Word count: 4638
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Abstract
It has been well documented that childhood conduct problems are associated with 
negative later life outcomes including adult criminality. If left untreated, the cost is 
considerably high, both for the individual and society. The developmental pathway 
of conduct disorder (CD) illustrates a causal association with parenting. Behaviours 
are thought to be reinforced by coercive cycles which maintain these conduct 
problems. The most documented and well researched forms of intervention are based 
on addressing parenting skills by using forms of modelling. Current National 
Institute for Clinical and Health Excellence (NICE) guidelines recommend 
behavioural parent training (BPT) for the treatment of children with CD. This 
review explores the effectiveness of family interventions for conduct disorder. 
Furthermore, it also identifies whether intervention effectiveness is adversely 
affected by wider family variables. Reference is made to the implications for clinical 
psychology and suggestions for further research are discussed.
Declaration of position
My previous clinical experience granted me the opportunity to work in an inner city 
youth offending team. My role included working with both prolific and dangerous 
young offenders. It was here that I began to consider the causal pathways to anti­
social behavior and conduct problems in adolescence. These individuals appeared to 
be entrenched in the youth justice system at such an early stage in adulthood and a 
crucial phase in their development. Despite the multi-disciplinary team’s efforts to 
reduce re-offending it appeared that long-term successes were rare and re-offending 
was frequent. Due to the national standard targets and other policy demands placed 
on such a team, emphasis was on the prevention of re-offending by ensuing high 
levels of contact and supervision rather than examining the factors from childhood 
which contributed to offending behaviour.
Psychological principals of cognitive behavioural techniques were applied in training
and disseminated into offender behaviour programmes and I began to consider how
offending could have been prevented and by what measures could applied
psychology help in early intervention of conduct problems. My next role included
direct clinical work in an early intervention team for children aged 3-7 years with
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emotional and behavioural difficulties and their families. Through this experience I 
was able to recognise the importance of early intervention and the positive 
behavioural changes demonstrated by these families. It is therefore my opinion that it 
is of both societal and individual value to consider the effectiveness of early 
intervention services in reducing conduct problems, particularly if  they are able to 
reduce the likelihood of anti-social behavior in later life.
Introduction
Psychological research has demonstrated that 60% of 3-year-olds with CD will 
continue to exhibit problems at age 8 if untreated (NICE, 2006) and 40% of 8-year- 
olds with CD display criminal behaviour in adolescence (Farrington, 1995). Anti­
social behaviour in childhood has a number of detrimental later life outcomes, 
including substance abuse, adult criminality, relationship difficulties and anti-social 
personality disorder (Scott et al, 2001a). There is also a strong link between 
childhood conduct problems and a range of mental health problems, which start in 
early childhood and continue into adult life (Krol et al, 2002; Loeber, & Hay, 1994; 
Moffitt, 1993). Adult mental health problems associated with childhood conduct 
problems include; mania, schizophrenia, obsessive-compulsive disorder, major 
depressive disorder and panic disorder (NICE, 2006). These studies are just a few of 
many which have consistently identified the link between early childhood conduct 
problems and later negative life outcomes. It seems clear from these results that 
social policy should focus on early preventative intervention.
Although research examining the cost of CD is sparse, some figures are available 
which outline the extent to which public services are affected by CD. A pilot study of 
children age 4-8 with CD found a mean extra cost of £15,282 a year per child, 16% 
of which fell to the NHS (Knapp et al, 1999). Children with CD have been found to 
cost services 10 times more by adulthood than those without (Scott et al, 2001a), 
with a mean individual cost of £70,019 by age 28 (compared with £7,423 for those 
without CD) with the majority of this cost incurred by acts of criminal behaviour. CD 
in childhood is associated with later criminality in adolescence (Hayslett-McCall & 
Bernard, 2002; Laub & Sampson, 1988; McCord, 1979).With 26 per cent of known
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offenders under the age of 18 years, youth crime costs public services one billion per 
year (Audit Commission, 1996).
Although the cost of treating CD is likely to fall on a number of agencies, clinical 
psychologists working in the NHS are among those professionals involved in 
assessment and intervention. Current NICE guidelines advise parent training should 
be offered as treatment for CD at an estimated cost of £500 per family for a clinic- 
based programme to £720 for a community-based programme. This is based on a 10- 
week course of 2-hour sessions. Individual programmes are estimated to cost 
between £2,000 and £3,000, depending on if the intervention is offered in the clinic 
or home, based on 2-hour sessions for 8 weeks (NICE, 2006).
These figures suggest public spending on early intervention services could prevent 
longer-term expenditure. Clinical psychologists contribute to both direct clinical 
work and supervision of staff conducting interventions and often involved in service 
evaluation and service development. It is therefore, in my opinion, essential that the 
current literature is explored to investigate which principles underpin successful 
interventions. It is also necessary to determine whether barriers exist, either in 
intervention content or access to services, which prevent individuals or population 
groups from receiving family interventions for childhood CD. This literature review 
is a result of my interest from my past clinical experience and I hope this review will 
continue to inform my clinical work in the future with both children and families in 
my career as a clinical psychologist.
Search strategy
Searches were performed by entering a number of key words; conduct disorder, 
oppositional defiant disorder, behaviour disorders and interventions; into Google 
Scholar and a number of psychology databases including Wileyinterscience and 
Psycinfo. Articles were included or eliminated based on relevance of information 
included in the abstract. Articles were excluded if the primary focus was on 
developmental difficulties such as autism or when disorders included a more 
biological component such as Attention-deficit hyperactivity disorder. Furthermore, 
studies were excluded if the focus was on internalising or emotional difficulties such
Mekayla Zahra URN6111382
as anxiety or depression. The main focus of studies reviewed here centre around CD, 
which is the central feature referred to in this paper; however, as stated above, some 
reviews also include Oppositional Defiant Disorder (ODD) and ‘conduct 
difficulties’. In this review CD also refers to ODD and conduct difficulties.
The development of CD in childhood
The DSM IV classifies CD as a chronic pattern of anti-social and aggressive 
behaviour, in which either the rights of others, major societal norms or both are 
violated. Some of the behaviours include lack of empathy; little concern for others’ 
feelings, wishes, or wellbeing, callousness, and lack of appropriate feelings of guilt 
or remorse (APA, 1994). With a prevalence of 7% in boys and 3% in girls it is the 
most common form of childhood psychiatric disorder and the most common reason 
for referral to child and adolescent mental health services (CAMUS) (Audit 
Commission 1999).
Processes within families are thought to be a major contributory factor to the 
development of conduct difficulties in early childhood (Dishion & Patterson, 2006). 
In particular, parenting practices are thought to influence child behaviour and the 
development of either pro-social competencies or psychosocial maladjustment 
(Kotchick & Forehand, 2002). The seminal work of Patterson (1982) identified how 
coercive interactions develop and that anti-social behaviour is maintained through 
negative reinforcement. A cycle develops where socially unacceptable behaviour 
may become functional because it helps the child receive attention from a parent 
(Greenberg et al, 1997). Maladaptive parenting interactions unintentionally develop 
and maintain conduct problems in children (Hartman et al, 2003). Children’s 
perceptions of parenting skills have been found to be associated with conduct 
problems in children and anti-social behaviour in adolescence (Roelofs et al, 2006; 
Wilson et al, 2005).
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Parent training programmes
Given the associations between parenting and childhood CD, Behaviour Parent 
Training (BPT) methods based on social learning theory have been developed which 
are aimed at addressing coercive and maladaptive parenting. The main areas of focus 
in BPT are dealing with non-compliance, temper tantrums, aggression and 
reinforcement techniques increasing positive interactions with children and 
reinforcing appropriate behaviour with rewards and praise (Eyberg & Robinson, 
1982; Webster-Stratton, 1981). One of the main advantages of BPT is that it can be 
administered by paraprofessionals, often in group formats, affording a more cost- 
effective method of intervention. A number of standardised BPT interventions have 
been developed as this type of intervention is increasingly administered across 
mental health services in accordance with NICE guidelines (Webster-Stratton, 1981).
Webster-Stratton (1984) examined parent training with the mothers of 35 conduct- 
disordered children. The study compared a waiting list control group, 9 weeks of 
individual therapy, and 9 weeks of therapist led group therapy based on videotape 
modelling programme. The study used baseline assessments of both mothers and 
children at post and 1-year post intervention. Results showed that one month after 
treatment both the intervention groups showed parental attitudinal and behavioural 
improvements while children displayed reductions in non-compliance compared to 
the waitlist controls. Results were maintained at 1 year follow-up. In addition, the 
children in the intervention groups showed further significant reductions in non- 
compliance. Interestingly, no differences were found between individual and 
videotape modelling group discussion therapies. Webster-Stratton (1984) suggests 
parental videotape modelling is a cost-effective method of treating conduct disorder.
Multiple assessment procedures were used to compare the effectiveness of the two 
treatment methods. However, this study included only a small number of well- 
educated mothers and children. Webster-Stratton (1984) points out that despite these 
promising results, no studies exist with less well-educated parents who have children 
with clinically significant behavioural problems. Furthermore, it is difficult to tell if 
results are due to intervention only as the control group was treated 4 months later, 
so no comparisons are available for 1-year follow-up.
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Scott et al, (2001b) conducted a further study of group BPT using the Webster- 
Stratton videotape programme in four CAMHS with a total of 141 children aged 3-8 
with conduct difficulties over 13-16 weeks. It was administered in groups with the 
parents of 6-8 children in each. They used both semi-structured interviews and 
observations of parent-child interaction to assess effectiveness 5-7 months after 
entering intervention. Results showed a reduction of anti-social behavior in the 
intervention group and no changes in those in the waitlist control. Parents in the 
intervention group increased the proportion of praise to ineffective commands. The 
Webster-Stratton videotape model as an effective method of BPT in reducing CD is 
supported by other studies (Hutchings et al. 2007). However, one study by 
Doubleday and Hey (2004) demonstrated statistically significant reductions in child 
conduct behaviours, parental stress and mental health difficulties in an applied 
clinical setting but at post-intervention over a third of parents still rated their child’s 
problematic behaviour within the clinical range. These results highlight the 
importance of considering clinical change as well as significant results.
It is beyond the scope of this review to consider every published study of BPT. 
However, Serketich and Dumas (1996) completed a meta-analysis of BPT including 
26 studies of the total 117 they identified in the published literature. The authors 
concluded that BPT seems to be effective in modifying child conduct difficulties at 
home and school settings, but the research is unable to identify if these changes are 
maintained over time or if they are comparable to other interventions.
Child and parent training
It has been argued that more effective treatment for CD is achieved through 
consideration of other psychosocial contexts such as school settings (Doubleday & 
Hey, 2004). Webster-Stratton and Hammond (1997) found that when parents 
received BPT and children also attended group sessions based on problem solving 
and anger management skills, this combined intervention was more effective than 
those who received BPT alone. Similar results where a combination of child and 
parent training have achieved more effective outcomes than BPT or child training
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alone have been demonstrated in a number of other studies (Drugli & Larsson, 2006; 
Webster-Stratton et al, 2004).
Multi-context/community family interventions
Studies have identified difficulties with attendance in family interventions such as 
group administered BPT (Kazdin, 1990) and that results are not always generalised 
to other settings such as school (Webster-Stratton & Hammond, 1997). It has been 
noted that the most effective interventions are target led, relate to specific problems 
and are individually tailored in nature (Frick 2001).
One project, Fast Track, was designed to address the difficulties with access and 
attendance. It held groups in children’s schools at convenient times, and provided 
childcare and transportation as necessary, offering snacks and small monetary 
incentives. Fast Track had a multi-component, multi-agency structure and included 
both parent management training and child training based on developing social skills 
and coping strategies for anger management After 3 years, children displayed fewer 
conduct problems compared to controls. Results showed increased social problem­
solving in children, and parents reported decreased problem behaviours and positive 
changes in relation to more consistent discipline compared to controls (Conduct 
Problems Research Group, 2002).
Nix et al, (2009) found that although attendance of the Fast Track programme was 
not related to outcome measures, family characteristics (demographic attributes, 
stressful family circumstances and the severity of children’s behaviour problems) 
predicted quality of participation in parent training which in turn predicted changes 
in parental perceptions (warmth, physical punishment and school involvement). This 
study included a large number of participants (445) from diverse ethnic backgrounds 
with 55% classed as ethnic minority groups. They also included a variety of outcome 
measures making the results more robust including interviewer ratings, behavioural 
observations, parent reports and teacher ratings. However, quality of participation in 
weekly parent groups was based on group leader ratings making these results open to 
bias and a second rater would help reliability. This study highlights that other 
variables may influence quality of participation and this could affect outcomes.
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These results suggest that attendance is not necessarily the most important factor, it 
is the engagement in the therapy itself which better predicts outcomes.
A further exploration of the Fast Track programme found that a group of families, 
disproportionately African American and low in socioeconomic status, showed low 
levels of attendance at groups but were willing to receive home visits. The authors 
suggest that the educational format of the groups may be less appealing to those of 
low socioeconomic status. In addition, they concluded those families in hardship may 
view the standard curriculum of such groups as less relevant and these families seem 
more receptive to individual interventions (Nix et al, 2005).
I identified a further study in the literature, which included a multi-component, early 
intervention scheme originally set up as a CAMHS innovation project. The authors 
argue that the project was based on previous empirical evidence in which the most 
effective method of treating CD was considering the child’s psychosocial context by 
targeting CD in the educational and home setting (Broadhead et al, 2009). The 
evaluation of this service included a total of 411 children, aged 3 to 7 years. Each 
family was assessed by a psychologist and interventions included individual targets 
based on problem behaviours. As well as support in both home and school, parents 
were offered group BPT in local community settings rather than clinic settings. 
Children and their siblings were also offered holiday clubs during school holidays 
which were aimed at reinforcing positive behaviour and decreasing negative 
behaviour. Results showed significant decreases in both parent and teacher behaviour 
ratings at post intervention and 6-month follow-up. However, the study did not 
include a waitlist control or comparisons to any other types of treatment, including 
BPT, furthermore the study was completed with majority Caucasian families. 
Broadhead et al (2009) argue that the service is a cost-effective method of treating 
CD with the estimated cost per intervention £2,300. This is similar to the figure 
suggested by NICE guidelines for individual treatments.
The research outlined in this literature review has identified various forms of family
intervention. It is possible that for some families BPT is sufficient to achieve
desirable results, whereas others may require a more multi-context individualised
approach. Research is needed to determine the strength and context of intervention
required. For example, parents with limited social support, high levels of poverty-
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related stress and mental health problems have been found to gain the least benefit 
from BPT (Reyno & McGrath, 2006).
The Triple P-Positive Parenting Program (Sanders, 1999) was developed to address 
these issues by its multi-level system of family intervention, which provides five 
levels of intervention of increasing strength. Sanders et al (2000) compared the 
various levels of the Triple-P family intervention programme in a sample of 305 
preschoolers at high risk of developing conduct problems. Families were randomly 
assigned to one of four conditions: enhanced behaviour family intervention (EBF1), 
standard BFI (SBFI), self-directed BFI (SDBFI), or wait list (WL). Results showed 
that the enhanced and standard BPT reduced conduct problems, and parents reported 
lower levels of dysfunctional parenting, greater parental competence and higher 
consumer satisfaction than those in the self-directed and wait list conditions. After 1 
year, all three intervention conditions showed similar levels of change in observed 
child behaviours. However, the two practitioner-led conditions showed greater 
reliable improvement on parent-observed problem child behaviour (Sanders, et al, 
2000). These results demonstrate that interventions appear to be more effective if 
delivered by a clinician rather than self-directed. Having a clinician to guide parents 
through the techniques may increase motivation through active engagement.
Attendance
Despite the volume of research examining interventions on BPT and those which 
have attempted to address multi-context settings to surmount barriers to services, 
poor attendance remains a consistent theme within the literature. Although clinical 
trials demonstrate the effectiveness of family interventions, these are often well 
resourced studies and do not always illustrate the barriers to services or focus their 
discussions on those families where treatment is ineffective.
Parental emotional stress and parental depression have been illustrated to be a strong 
contributing factor in the development of CD (Moffit, 1993). Furthermore, parental 
anxiety has been shown to be associated with child behaviour problems (Kashdan et 
al, 2004). It has been argued that parental mental health influences the parenting 
behaviour which in turn affects the child’s behaviour (Patterson et al, 1992 cited in
17
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Taylor & Biglan, 1998). Parental mental health has illustrated how it is a contributing 
factor to non-attendance. For example, Calam et al (2002) measured maternal 
expressed emotion, attributions, depression and parenting stress in a group of 57 
mothers whose children had been referred to a clinical psychologist for behaviour 
problems. The results showed mothers who scored high on expressed emotion 
dimensions of; critical comments, hostility or emotional over-involvement, 
depression or parental stress did not bring their children to the clinic. The results 
demonstrate the importance of parental mental health and if this is a factor in 
engagement of family interventions then ways in which to adapt programmes to 
increase attendance need to be explored. Clinical implications would be to address 
parental mental health and ensure adequate therapeutic attention is given to parents 
with regard to their own mental health (Kashdan et al, 2004). Parents are more likely 
to be engaged when they perceive treatment as relevant to their own needs (Kazdin, 
2000 cited in Nix et al, 2009). Techniques of motivational interviewing can help 
parents’ access services relevant to their needs (Shaw et al, 2006).
Several studies have demonstrated that when interventions not only target child 
problem behaviour but also wider family issues, results are more promising. The 
effectiveness of BPT has been improved by parent enhancement therapy which 
examines marital adjustment and extra-familial relationships (Griest et al, 1982). 
Couples who score high on marital discord are less likely to maintain changes made 
from BPT unless they receive partner support training as an additional component 
(Dadds et al, 1987).
Methodological considerations and limitations
Well funded clinical trials demonstrating positive results of BPT have been found to
be impractical to deliver outside the controlled study (Dishion et al, 1996 cited in
Shaw et al, 2006). One of the difficulties with randomised control trials is they are
often well funded and adequately resourced and this does not always reflect on the
resources and budget applied to clinical psychology services. Furthermore, those
services which provide early intervention would benefit from disseminating their
results into the wider psychological literature. There are increasing evaluations from
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clinical settings which are beginning to appear in the evidence base, however further 
research would help determine variables which adversely affect interventions.
Although this review has only covered a minority of the empirical studies published 
in the wider literature, longer-term effects of these interventions still need to be 
explored to understand if there are any long-lasting benefits of family interventions. 
This often requires heavily resourced and well funded studies and with increasing 
demands on services this is not always a possibility. Ethical issues of withholding 
treatment prevent long-term studies on the effectiveness of either BPT or multi- 
context interventions. Moreover, the methods used to determine behavioural change 
vary drastically with some studies. The reliance on self-report measures is subjective 
and susceptible to response biases. Measuring change with multiple methods such as 
parental reports, peer reports, teacher ratings and practitioner assessments would help 
eliminate any issues of bias relating to self-report measures.
Many of the studies include samples that are not able to capture cultural diversity. In 
particular videotape modelling is unable to take into account language and cultural 
norms given its prescriptive nature. Although videotape modelling appeals as a cost- 
effective method which could be disseminated in mass, it is possible it may 
discourage parents and children whose predominant language is not English. When 
family programmes have been culturally adapted, recruitment and attendance has 
been shown to increase and outcomes have not been affected (Kumpfer et al, 2002). 
Similar studies within culturally varied environments and other ethnic groups would 
help validate the results. Furthermore, due to the increased prevalence of CD in boys, 
the majority of research focuses on male only populations. Studies exploring the 
developmental pathway of CD for girls and boys and intervention effectiveness 
between sexes would help clarify any gender differences.
Additionally the research covers a relatively large developmental period, with some 
studies describing samples of toddlers while others are of children up to age 11. 
Although beyond the scope of this study, future research exploring types of BPT 
with parents of children of differing age ranges may identify if child age is a factor 
which influences intervention effectiveness. Further examination of BPT studies 
should also consider the interaction of other risk variables such as employment,
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delinquent siblings and parents, parental unemployment and living in low 
socioeconomic status neighbourhoods.
Family interventions are grounded in social learning theory and primarily focus on 
behavioural techniques to elicit effective change. In the current culture of the NHS, 
therapies must be evidence-based and measurable and behavioural programmes are 
by their nature measurable and therefore popular in target driven NHS practice. 
However, given the importance of parental attachment bonds in the development of 
CD (Fonagy et al, 1997) consideration of attachment-related difficulties may 
improve outcomes of family interventions.
This concept of the therapeutic alliance is often overlooked in large-scale clinical 
trials. However, in other types of therapy the importance of the therapeutic alliance 
and therapy outcomes has been well documented (Horvath & Symonds, 1991). This 
has been demonstrated with both adults with mental health difficulties (Hietanen & 
Punamaki, 2006) and child and adolescent mental health issues (Shirk & Karver, 
2003). Attendance and engagement in family interventions for children with CD has 
been found to be related to the relationship that parents form with their therapist 
(Robbins et al, 2003).
Implications for clinical psychology
The research reviewed here illustrates several points pertinent for clinical 
psychologists. Firstly, the literature supports the notion that family interventions are 
effective at tackling childhood behaviour problems. However, to achieve positive 
outcomes practitioners and services should be aware of those risk factors associated 
with dropping out of treatment. Most consistently documented is the impact of 
parental mental health issues and relationship difficulties. Calam et al 2002 used 
questionnaires to detect any adult mental health problems in their study and suggest 
providing professionals at the primary care level with these simple approaches will 
help to identify psychosocial factors that might predict non-attendance.
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Secondly, assessment protocols could help determine type and strength of 
intervention offered. Current NICE guidelines state that BPT is the recommended 
treatment for CD. This can be offered as group or individual therapy with the option 
of receiving this in the home if appropriate. Clinical psychologists are in a unique 
position to apply assessment-formulation skills to inform interventions. One of the 
difficulties of addressing multiple needs within a family, such as parental depression, 
anxiety or relationship difficulties in addition to child CD, is the segmentation of 
child and adult services. Ideally, a multi-disciplinary intervention targeted at both 
adult and child needs would be the most effective. Although some of the multi­
agency community approaches have been shown to be effective in targeting adult 
mental health problems and thus improving outcomes for children, these 
interventions are few and far between and to my knowledge none are NHS services. 
Clinical psychologists involved in policy development and service design have an 
opportunity to help develop routes into a wider range of services.
Lastly, it is my opinion that clinical psychologists are increasingly becoming more 
involved in the development of preventative models, which are aimed to build 
resilience in children and families. There is a greater societal awareness of the term 
mental health and the concept of positive mental health and resilience. As clinical 
psychologists, we have a responsibility to not only treat mental ill health but promote 
wellbeing and consider prevention, especially given negative consequences for those 
children who develop CD if left untreated. With the cost of CD falling to many 
different agencies, tight budgets and ‘pay by results’ led services, ring fencing 
money for prevention is a difficult task despite the potential long-term savings on 
public spending.
Summary
The literature reviewed here demonstrates the positive outcomes for family 
interventions in tackling childhood CD. The positive outcomes of BPT provide 
justification that this treatment is considered empirically supported. However, 
practitioners need to be aware that those families often most ‘at risk’ are least likely 
to attend and the research illustrates that BPT alone may not be enough to effect
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change. Assemany and McIntosh (2002) argue that despite vast empirical research 
which documents positive outcomes of BPT programmes, negative treatment 
outcomes occur for a sizeable minority of families. They claim these are rarely 
published in the literature with low attendance or drop out often eliminated from the 
results. Furthermore, even when statistically significant results have been 
demonstrated these do not always transcribe to clinically significant results and 
behaviour continues to remain an issue (Doubleday & Hey, 2004).
With increasing use of multi-systemic-therapy applied in adolescent populations of 
offenders it is worth considering how a more systemic approach could benefit those 
families where children are exhibiting conduct problems. Despite the organisational 
limitations that are present in all public services, effective multi-agency 
communication between professionals working with a family could provide a more 
systemic and effective intervention for some families.
To my knowledge, at least one of the multi-agency community interventions has 
been discontinued due to funding, despite efforts to show the service was cost- 
effective and proven to reduce behaviour problems. If, as NICE recommends, BPT is 
the only intervention offered to all families, whether delivered at home or in a clinic, 
clinicians should pay special attention to working collaboratively to engage with the 
family to adapt to individual needs as best possible within the restraints of a service. 
Where parents feel their needs are being met they are more likely to attend and 
therefore gain the most from the intervention.
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Deceleration of position
In order to answer the above question it is helpful to outline the experience and 
context of my previous roles. As a trainee clinical psychologist I am aware of how 
the NHS is shifting and changing. I have also observed those in leadership roles, both 
effective and ineffective through various roles before training.
As a Youth Offending Team officer in a busy inner city in the North of England, I 
observed part of a reform in which managers had to negotiate huge changes in team 
structures, leaving feelings of conflict between staff and leaders both ‘actual’ 
(managers) and ‘perceived’ (long standing, high ranking social workers). As a result 
many staff members left for other jobs and an atmosphere developed in which 
managers became less and less visible in the everyday team context. This seemed 
only to fuel difficult feelings and fuse gaps developing between ‘them and us’.
Additionally as a Primary Care Mental Health Worker in a service I experienced the 
reformed changes to an Improving Access to Psychological Therapies (IAPT) 
service. This process placed significant strain on both those in leadership roles and 
other therapist, and administration team members. The head of the service became 
perceived as ‘distant’ and rarely attended the office to work due to so many 
commissioning meetings etc. I observed how the team became hostile through a lack 
of transparency about the process, which appeared to fuel fears around future 
services and roles. Towards the end of the ‘bidding’ process a consultant clinical 
psychologist (CP) joined our team to help facilitate the transformation.
When the team were told the service would be taken over by a third sector 
organisation, there were many feelings of anger towards the leaders. I observed how 
the CP tried to facilitate this process by explicitly naming and addressing team 
feelings of anger and frustration I have reflected on this experience in relation to my 
own learning about team processes and leadership.
Finally as a trainee I been supervised by a CP who was a director of psychology and 
psychotherapies in an adult mental health service. Through this placement, I was able 
to observe, interact and learn from a psychologist who was very much placed in a 
leadership position both within a team and within the wider NHS context.
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These experiences have shaped my understanding of leadership roles and I felt this 
essay question would help me reflect on leadership skills and knowledge I will need 
both as a trainee and progressing throughout my career as a psychologist in a 
constantly changing and reforming health system.
Introduction
The current climate of the NHS means professionals are becoming more accountable 
to the service-users which access their services. This is a positive shift in service 
provisions, accounting for service-user perspectives, aspiring to provide cost 
effective services to the public. The implications of such changes mean professionals 
not only need to account for their clinical work, but need to demonstrate their value 
within mental health teams.
Diminishing funding and uncertainty about the future structure of mental health 
teams implies psychologists will be more than just a ‘therapist’ in teams. They must 
actively show how their skills can be valued in wider contexts and ensure they are 
not viewed as just an expensive resource. New Ways of Working for Applied 
Psychologists (NWW) Leading, managing and organising psychological services 
highlights that CPs are well positioned to take on leadership roles, contribute to 
workforce development and service delivery, but these are significant challenges 
currently facing the profession (BPS, 2007a).
This essay will explore themes, models and evidence from policy documents and 
psychological theories to help explain the leadership role of a CP in mental health 
teams. It will address how the skills and competencies of a CP are relevant to 
leadership. Finally, this essay will consider these issues in relation to clinical 
psychology training. Throughout this essay I have chosen to use examples from my 
own experiences to help highlight the relevant issues to the reader in a more 
meaningful way.
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Recent Developments
Recent changes in the way in government policy is driving changes in the NHS have 
dictated reforms across the span of mental health services. The NHS needs to provide 
systems of care which are responsive to the needs of patients and reduce inequalities 
in health care (DOH, 2005a). In 2006 a White Paper outlined the needs of service- 
users, it stated future services will provide more choice and flexibility to service- 
users (DOH, 2006a).
In Creating a Patient-led NHS -  Delivering the NHS Improvement Plan (2005b) one 
of the changes outlined by the government in order to shift a change in culture to a 
more patient-led service provision, was strengthening clinical leadership. The 
reforms in mental health services set out in the NHS Plan are driving a shift in the 
role of CPs beyond delivering individual therapies. These changes have been 
documented in Leading Psychological Services (BPS, 2007a), which outlines 
effective leadership is necessary for the engagement of staff and organisations in 
service reform and modernisation. It suggests leaders, and those with leadership roles 
need to be business-minded, politically aware, demonstrate alignment to the 
organisation’s strategic objectives and adopt a competency-based approach to 
informing commissioners (BPS, 2007b).
It is generally accepted that each of the major mental health professionals contributes 
a valuable perspective to mental healthcare, although traditionally psychiatrists have 
taken the clinical leadership role. As part of the Leadership Project carried out as part 
of The New Ways of Working for Psychiatrists, interviews with psychiatrists, team 
co-ordinators and differing levels of management endorsed a stronger clinical 
leadership role for applied psychologists (DOH, 2005c).
In addition to government policies changes in the new Mental Health Act (MHA) 
(2007) advocate changes to the role of CPs to take a more active role in clinical 
leadership. The British Psychological Society (2009) recognises the MHA, (2007) 
acknowledges psychological formulation and intervention to inform multi­
disciplinary care planning and management. CPs now have the potential to take a 
leadership as responsible clinicians or approved clinician, giving psychologists and 
other professionals more clinical responsibility for their clients. These changes will
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have a significant impact on how services will be designed and delivered and 
highlight the role of CP in a clinical leadership position. In the UK the workforce is 
around 1.3 billion and clinical psychologists are 6000, a sparse resource (Llewelyn & 
Cuthbertson, 2009). The message from NWW and the BPS is clear, CPs need to be 
taking a leadership role in planning and delivering services.
Models of leadership
There are various models of leadership which inform our understanding of effective 
leadership in teams. Historically, leadership has been understood in terms of 
transformational or transactional leaders. Transactional leadership is the concept that 
follows can do little to improve job satisfaction and is defined as a leader-follower 
exchange. It includes contingent reward behaviour, passive management by 
excerption, and active management by excerption (Yukl, 1999). NWW Leading, 
managing and organising psychological services (BPS, 2007b) suggest this 
leadership style is a way of managing rather than true leadership and inhibits 
creativity and knowledge.
Transformational leadership considers how enhancing motivation in followers, 
increase performance through a variety of mechanisms (Bass, 1997). Followers feel 
trust, admiration and respect towards the leader, because of the qualities of the leader 
offers followers with an inspiring mission and vision and give them an identity. The 
leader transforms and motivates followers through his or her idealised influence, 
intellectual stimulation and individual consideration, making them more aware of the 
importance of task outcomes (Bass, 1997).
This theory helps explain how a leader can influence followers to make self- 
sacrifices, commit to difficult objectives and achieve more than was expected (Yukl, 
1999). In contrast to transactional leadership transformational leadership perhaps 
offers a more helpful perspective as it takes account of the interpersonal and 
influencing skills of leaders (Denis et al, 2000). It also highlights the psychological 
skills in effective leadership such as flexibility and responsiveness to circumstances 
as well as the ability to engage and motivate others (Clegg, 2000).
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Critique of leadership models
Yukl (1999) provides a critique of transformational leadership and suggests the 
theory does not explain sufficiently how leaders influence these group processes. 
Furthermore, this model implies that effective leadership relies on the actions of one 
individual to influence others, it is unidirectional, flowing from the leader to the 
follower (Yukl, 1999). Stephens et al, (1995) suggest this model is bias toward 
favouring some stakeholders (top management) at the expense of others (most of the 
employees). Alimo-Metcalfe and Alban-Metcalfe (2005) highlight one of the myths 
of such a model is its implication that leadership is rare, only found at the top of 
organisations and that those demonstrating good leadership are viewed as ‘heroic’.
The NWW (BPS, 2007b) document offers another form of leadership; authentic 
leadership, whereby leaders utilise their strengths and weaknesses and make the 
most of the qualities they already possess. Authentic leadership requires heightened 
self-awareness and introspection, involving good judgement of oneself and others.
Leaders vs leadership
More contemporary theories of leadership, emphasis the ability to work 
collaboratively with others, facilitating others to achieve a shared value and objective 
(Kouzes & Posner, 2003). Yukl (1999) suggests an alternative perspective of 
leadership would be to consider leadership as a shared process of enhancing both the 
collective and individual capacity of people to accomplish their roles effectively. In 
this way ‘leadership’ is viewed differently to ‘leaders’. The BPS outlines three types 
of leadership; strategic, professional, and clinical (BPS, 2005b). Clinical leadership 
is implies enabling evidence-based practice and improved patient outcomes through 
local care (Millward & Bryan, 2005). This definition of leadership is probably the 
most likened to the skills and competencies that CPs already possess by the very 
nature of their training. It seems clear that many leadership models are perhaps more 
centralised around the idea of management rather than leadership. An understanding 
and critique of these theories still provides a CPs with an in-depth awareness of
35
Mekayla Zahra URN6111382
processes which underpin leadership. This is helpful as clinical leadership and 
leadership skills will inevitably overlap through implicit processes.
So how can CPs facilitate and support these processes in teams? Llewellyn and 
Cuthbertson (2009) suggest there are several domains to clinical leadership which 
can be viewed as separate dimensions but are all extrinsically linked. The first is a 
creative dimension, through which a personal leadership style helps others make 
sense of their social world and challenges they may encounter. The second is a 
political dimension concerned with valuing possible lines of action in specific 
contexts. Finally, a third, performance dimension, whereby individuals perform roles 
within organisations where leadership is defined and recognised in particular ways. 
Leadership can be viewed in terms of these dimensions which are concerned with the 
reflexivity and flexibility to adapt to the current situation or context. CPs 
demonstrate these leadership skills in their day to day clinical work and also in a 
leadership role within teams.
The following section has been divided into those areas of clinical leadership and 
will be discussed in relation to how our profession makes us useful to others to take 
on a leadership position in a team. This list is not exhaustive but provides a selection 
of relevant examples. Furthermore, these areas are not stand alone but inter­
changeable and extrinsically linked. The personal qualities of CPs are not explicitly 
described, however these areas reflect examples of those personal qualities and 
competencies necessary to function as a CP.
MDT working
Lavender and Allcock (2006) suggest psychologists need to demonstrate how they 
can be useful and in what ways they can contribute as there is a lack of clarity about 
lines of authority for CPs working within a predominantly medical hierarchy. A 
critical knowledge base of models of leadership and more recent considerations of 
clinical leadership in teams allows CPs a greater understanding of what underpins 
effective leadership. In order to apply effective leadership skills, CPs must have an 
understanding of how teams function and the wider processes of the systems and
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organisations in which they work and how they can effectively demonstrate their 
specialist skills.
Teams or organisations can be viewed as systems and CPs need to be aware of those 
internal and external factors which affect the processes within those systems. They 
must also help others understand the wider NHS culture and context, working 
towards shared goals and outcomes while being mindful of underlying forces. CPs 
are trained in systemic thinking which allows them to consider how individuals and 
groups function in wider systems. This reflective thinking gives CPs a way of 
considering systems involved in changes. It also enables them to consider what 
external factors might influence the team and relationships within it. By 
understanding the political structures which are embedded in systems this provides 
CPs with a framework to use their power legitimately and on the basis on recognised 
authority (Heywood, 2004).
Emotional Intelligence
Effective leaders are believed to have high levels of emotional intelligence 
(Coleman, 2001), including an awareness of the reactions, motives, competencies 
and limitations of others relationship management skills and empathy (Llewelyn & 
Cuthbertson, 2009). The core skills attained through doctorate level training require 
CPs enable them to collaboratively design interventions, which often evokes intense 
emotions for both clients and psychologists. Clinical psychologists are trained to be 
highly aware of emotions, and how to help others make sense of their emotions. 
These skills can be helpful in a team context where high levels of emotions such as 
anxiety, conflict and anger could be experienced by staff. These skills enable CPs to 
recognise the motivational responses to change, as well as their perception of how 
supportive their wider working culture is (Llewelyn & Cuthbertson, 2009).
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Evidence-based Practice/Service Development
In today’s NHS services are under intense scrutiny to demonstrate measurable 
results. CPs are well positioned to take a leadership role in helping service through 
reforms and redevelopments. Clinical psychology is based in the scientist 
practitioner-model. This means they are able to gather data from a range of sources 
and complete thorough assessments ensuring evidence-based clinical practice. 
Psychologists are by virtue of their training, are uniquely positioned to provide a 
leadership role in NHS system reforms. Clinical psychologists are trained in research 
methods and aspire to provide their service-users with therapeutic approaches 
grounded in the evidence base. These transferable skills enable them to contribute to 
improving and reforming services. For example part of clinical psychology training 
requires trainees to complete audits and research projects within teams. This 
commitment to evidence-based practice and improving services in light of the views 
of service-users, encourages teams to identify areas of strength and areas for 
improvement.
Knowledge of psychological theories
CPs are knowledgeable about a vast area of human behaviour and development. 
Doctorate level training requires psychologists to learn about cognition, motivation, 
learning, social and developmental psychology and group dynamics. The day to day 
clinical work of CPs considers how decision making processes and learning occurs, 
how behavioural habits are formed and changed and are applicable to leadership 
development (Winum, 2003).
CPs are able to apply their knowledge of psychological theories to the processes
within teams and wider systems in order to improve their own practice and that of
teams. For example Mayseless and Popper (2007) considered the application of
attachment theory in relation to leadership. They proposed that leader-follower
relationship functions in many respects similar to that of parent-child. In times of
crisis, members of a group may seek leaders to provide a secure base. Although this
idea lacks significant empirical evidence, the authors suggest this is growing area of
research. It is an interesting concept in terms of clinical leadership, and is one of the
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ways CP’s can assist teams to formulate difficulties and tensions in more helpful 
ways. They may be able to provide a team with a sense of a secure base by being 
available, open and transparent as well as having the skills to contain and reflect 
emotions in the team.
Training
There are other less explicit interactions, in which CPs can apply their skills to 
improve relationships, either within the team or between the team and clients. By 
educating other health care practitioners about the benefits and mechanics of 
interdisciplinary collaboration, CPs are able to facilitate improved outcomes for 
clients (Brown & Folen, 2005). For example, I have observed a consultant 
psychologist offer advice and guidance in team meetings, educating the team on the 
evidence base for interventions. She was able to draw the team’s attention working 
with recovery concepts in mind, helping them consider clients in a different more 
helpful way. Similarly as a trainee I have spoken out during team meetings and asked 
if joint working might be helpful with particular clients for a example a psychologist 
and an occupational therapist to work with a client who experienced depression but 
also had physical disabilities and experienced a so we could think about the client in 
a more collaborative way.
Consultation
Effective leaders help others understand what is going on around them and what the 
implications and choices are (Llewelyn & Cuthbertson, 2009). Through consultation 
CPs can provide others with the skills to improve client outcomes. The core skills of 
psychological therapy require CPs to assess and formulate with clients. By working 
with teams CPs are able to facilitate other professionals through their formulation 
skills. With so few clinical psychologists employed within the NHS it is impossible 
for everyone to be offered individual psychological therapy. Clinical psychologists 
can use their skills within teams and with other professionals to enable them consider 
clients from a more psychological perspective.
39
Mekayla Zahra URN6111382
For example, although a CP may not be directly working with a client they can 
assess and formulate the processes and emotional interactions occurring within the 
team. For example I observed a CP providing consultation within a team where many 
of the staff on an inpatient ward found it very difficult to engage a client. The staff 
felt frustrated and thought the client was being ‘manipulative’. The CP was able to 
help the team consider the transference counter-transference relationship, and how 
the staff may be experiencing negative emotions through this. She was able to use 
her formulation skills to help the team understand what might be going on for the 
client, and thus induce a sense of empathy from team members. This is turn had an 
effect on how staff where able to view their engagement with the client and increased 
the level of interaction between staff and client.
Communication skills
Working in mental health teams in a constantly changing NHS means staff 
experience high levels of anxiety, job stress and risk bum out (Felton, 1998.). 
Psychologists are able to facilitate communication and develop common goals as 
well as nurture ongoing interactions in teams and wider systems. How changes in 
organisations are communicated to teams can have a significant impact of 
performance. Halverson (2008) suggest that lack of resources and unclear 
expectations may make it difficult for a team to progress. By applying effective 
communication skills CPs are able to manage uncertainty and conflict in teams 
through transparent communication of the values and aims of the wider system. 
Manson, (2008) suggests that CPs communication skills allow leaders to work with 
difficulties and tensions and re-establish relationships. Some of the identified 
difficulties identified by Managing Change (DOH, 2005d) highlighted if people in 
teams are affected by changes which cause them anger, fear and hopelessness, these 
can have negative consequences to change incentives.
To highlight this point I have considered an experience from my own experience of 
change. During a very difficult transition from a primary care mental health team to 
an IAPT service, I was part of a team who received the news at our team away day 
that the primary care service had jointly bid for the service with a third sector
40
Mekayla Zahra URN6111382
organisation and won. The management had not been transparent about this 
partnership bid and there was a lot of ‘bad feeling’ within the team and a 
considerable amount of tension. The management left very soon after the news was 
delivered leaving many team members angry and frustrated. I observed how the CP 
took the initiative to gather the team and talk about the emotions in the room and 
acknowledged the feelings. She also was able to help the team consider how they 
would be part of helping develop the new service. She provided support and security 
by helping the team formulate their difficulties and she also got them to identify their 
strengths and gave supportive reassurance by emphasising the fact that even though 
there was much uncertainty in the future they were valued team members.
Experiences of CPs and leadership
There are many transferable skills which show CPs are well positioned to take a 
leadership role. The next section explores the experiences of CPs who are either in 
leadership roles and managing changes in the current NHS or trainees considering 
their future careers in leadership positions and their readiness for such roles.
There are some studies beginning to emerge which are aimed at assessing the role of 
CPs as leaders, however, these are few in the current literature. As these changes 
occur it is likely more research will begin to identify the how CPs experience shifts 
in their roles to fit with service expectations. One study by Manson, (2008) assessed 
how applied psychologists managed organisational change over a three month period 
at a time when services were being reorganised. They used a questionnaire to 
identify different styles of leadership and how they managed change. The 
questionnaire used identified four predominant leadership styles; the amiable or 
relationship specialist, the driver or command specialist, the analyst or technical 
specialist, and the expressive or social specialist.
They found the higher the score on their identified style the greater the emotional
satisfaction with the way changes were being communicated and managed. They also
found drivers to had the highest score over the three months on emotional
satisfaction. Interestingly they also found drivers/analysts found the culture more
supportive than blaming but amiable/expressives rated the opposite. They concluded
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to say that the amiables or relationship specialists did not appear to be valued. One 
of the qualities of the amiable is they are team people this may be perceived as 
agreeable but negatively conforming. They noted that most CPs who took part in the 
study were identified as amiables and suggested that this style may clash with the 
prevailing NHS culture which could be said to favour drivers who are action 
orientated but may be perceived as positively decisive but negatively pushy. 
Although the sample size in this study is small (only 11) it gives some indication of 
how CPs are experiencing their leadership roles within the wider system and how 
they themselves experience the culture and wider context of the NHS in managing 
change.
Both the NHS and BPS recognise the contribution of the CPs in terms of explicit and 
implicit leadership. What is not succinct from the current evidence base is how this 
will affect clinical psychology training courses in order for trainees to adapt to these 
reforms. One paper by Bullock et al, (2010) explored trainees’ perspectives on 
leadership. They found from their qualitative analysis, that although trainees were 
encouraged by messages of the importance of leadership, actual experiences did not 
always reflect the need for developing these skills within training. However this 
study has a small sample size and was completed by trainees from only one doctorate 
programme and may not reflect the views of trainees from oher academic 
institutions. Although similar results were found in a further study by Dimmock, 
(2009) they found that newly qualified cps did not feel ready for higher level roles of 
leadership and management. Trainees felt more training around leadership and 
management would have been useful. Both of these studies perhaps reflect the 
pressure for CPs to take on leadership roles much earlier in their careers than perhaps 
a decade ago. As changes continue in service provision, training courses must 
endeavour to reflect the roles of CPs in the NHS, this may imply changes in training 
as these reforms continue.
Conclusion
It is clear from government policy CPs need to demonstrate their leadership roles 
within teams. A sparse resource, CPs must be able to show evidence of their place in
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mental health teams, beyond that of an individual therapist. The evidence reviewed 
here suggests that CPs are valued leaders and have numerous transferable skills to 
facilitate teams work effectively. The depth of psychological knowledge held by CPs 
is directly applicable to clinical leadership skills. It also appears evidence that CP’s 
personal qualities are valued by team members.
What is less clear is perhaps how these changes will be implemented in the future 
NHS system. The current financial climate means increased anxieties for all 
professionals including CPs regarding the future of their careers. Although CPs offer 
leadership skills both explicitly and implicitly it appears that these roles may need to 
be identified and defined much earlier in the career path of CPs. In particular the 
response of doctorate training courses to reflect the current changes and equip trainee 
CPs with the necessary knowledge and skills which will allow them to be ‘business 
and politically minded’. As a trainee it has been helpful for me to consider how I 
have learnt from reviewing current evidence base. Completing this essay has enabled 
me to think about how I can demonstrate leadership skills in team working 
throughout training. I will take opportunities to learn from my supervisors to ensure I 
develop the skills and knowledge to enter the shifting NHS mental health service.
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Introduction
This reflective account will explore the learning from a problem based learning 
(PEL) task of preparing and completing a presentation on ‘the relationship to 
change’ over the first six weeks of the DClinPsyc course. Having now completed this 
task, I have explored how the meaning of this is applicable to both clinical practice 
and my future learning.
The task
As the only self selecting group, we had offered to attend group meetings on an 
evening basis rather than the usual morning time, meaning that we were first 
presented with our task on day one of starting the clinical doctorate. We were asked 
to prepare a presentation on the relationship to change, something which we all 
found difficult to consolidate into an idea of a presentation. Looking back I can see 
how some of the ideas we considered have linked into my clinical practice. By 
examining Prochaska and DiClemente’s (1983) theory of change in this task, I think 
it has helped me think about how some of the clients I have seen have been at the 
stage of contemplation and not action, making their relationship to change 
ambivalent at times.
Similarly discussing change as a process, in which there can be lapses has made it 
easier for me to talk to clients about times when they have felt stuck or had a bad 
week, and how change is a process and a lapses but that does not mean a relapse. I 
think doing this task made me feel more confident in thinking about change with 
clients and their relationship to change as a process. Through gaining experience in 
my clinical practice I have been able to reflect back on our task and draw on some of 
the ideas we considered. For example, we explored positive and negative factors 
which facilitated change.
Being on placement has given me an opportunity to reflect on working with clients
and considering factors in their lives which may help or hinder therapeutic change.
For example I have been working with a client who is depressed due to a number of
difficult and painful operations leaving significant scarring. She has improved
significantly over a number of sessions and we have discussed how she has found the
social support and strong community links factors in helping her to change.
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I have been able to reflect on completing the task in relation to changes for me 
starting the doctorate and how this relates to my clinical practice. I think that by 
completing this task and thinking explicitly about what facilitates change I've been 
able to appreciate the recourses that I've needed to draw upon to help me to become 
more competent as a trainee and what things have made adapting to a new team and 
way of workings an easier transition. This in turn has meant that I've been able to 
reflect on my clients in a more meaningful way when considering their relationship 
to change.
In terms of my future learning both the task and subsequent clinical practice, has led 
me to reflect on how I might help facilitate change were circumstances in clients 
lives mean that external factors may be impacting on how able the client is to 
engage in therapeutic change. For example if someone’s social support network was 
unavailable or they had little family support or community links, or were currently 
homeless. I think the task will help me consider these things in relation to changes 
for clients in my future practice and think about these in formulation and intervention 
and use supervision to continue my future learning.
The presentation
At the end of the PEL exercise we completed a presentation which included a role 
play of people talking about a positive relationship to change and a negative 
relationship to change. I think completing the presentation has allowed me to 
consider how I feel about presenting to peers and others and how I felt anxious about 
speaking but was able to contain the anxiety. In my role as a trainee there will be 
times in which I need to formally present information to teams and the PEL 
experience gave me an opportunity to think about managing my anxieties so I can 
present information in a clear and concise manner.
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Group process
As the only self-selecting group as we opted in to meet after university for the first 
four weeks due to one facilitator being unable to make the usual time. Because of 
this we all met for the first group meeting on day one of the course. I think looking 
back I remember the anxieties of the first day and how meeting for the first time in 
this group format felt slightly uncomfortable and everyone seemed slightly hesitant 
when it came to assigning roles such as a scribe and a chair. I chose not to put myself 
forward for these tasks and on reflection I've wondered how others might have 
experienced me in the first few group meetings, in which I felt I was probably quite 
quiet and contributed less than some others. I've thought about this in relation to 
clients particularly that first meeting in a group and how anxiety provoking it can be 
and in particular how they might experience some of the pressure I felt to contribute 
to group discussions.
Over the following few weeks we began to bond more as a group and it felt safer to 
reveal personal information. I think at the beginning I found it difficult to discuss the 
links between personal and professional processes in a group of people that I did not 
know very well. Since beginning my placement I've thought back to the beginning of 
our group sessions and considered how I am constantly asking clients to reveal veiy 
in-depth and personal details about themselves. I think going through that experience 
of being asked to discuss some personal information to people who at that time felt 
like strangers and how difficult that felt, has allowed me to explore how that might 
feel for clients on their first appointment. I think the exercise of being asked to form 
groups very early on has enabled me to think about my clinical practice now and in 
the future and try and bear in mind what a difficult thing I am asking of clients both 
in individual work and group work.
My own personal experience of doing the group task has allowed me to think about
group processes. As a self selected group I wonder if we are slightly different to
other groups, in that we all opted to stay late instead of doing the morning meeting
due to the facilitator being unable to make the usual time. I've consider whether this
has meant we are all relatively flexible as individuals. The initial anxieties eased
after the first few weeks and I feel that this has a lot to do with the flexibility of the
people in the group. For me there did not feel like there were struggles of power in
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relation to individual’s ideas or freedom to speak within the group. Although some 
group process theories suggest a process of four stages; Forming, Storming, 
Norming, and Performing (Tuckman, 1965), this did not feel applicable to the 
experience I felt we went through. Being in a group with others who were flexible 
and relaxed as individuals I think we mirrored each other. I have considered these 
processes in my clinical placement in particular in team meetings. In team meetings I 
have thought about the role of the team leader and how they behave in a very 
collaborative way with staff during meetings and allow individuals to express their 
point of view and use language which makes people feel their opinion is valued 
whilst still being able to lead. I think experiencing the PBL group process allowed 
me to consider myself in a group and how others might experience me in a group. I 
have been able to think about this in relation to team dynamics on my clinical 
placement and found that being in a team where everyone’s views can be heard, has 
allowed me to speak out and put forward my opinion.
Going through this process has also led me to contemplate how this experience may 
have been different if I felt my opinions and ideas were not being heard, or that it felt 
unsafe to share information. I think having a positive group experience that has 
translated over into positive team experiences, has enabled me to think about future 
experiences. I might, for example, be placed where teams are experiencing conflict, 
and how my behaviour in a group might change. As a trainee psychologist I hope it is 
possible that an awareness of group process could help me initiate discussion around 
change and thinking about group dynamics as a team.
Within the group diversity was appreciated between us as each of the team members 
also brought their own background and cultures, which has been found 'helpful when 
teams use their diversity compared to teams who experience diversity as a hindrance 
(Ely and Thomas, 2001). Thinking about culture and diversity in the PBL exercise 
when discussing ‘the relationship to change’ has allowed me to think about diversity 
and difference between myself and my clients and within the group. In the group we 
noted that we were all of a similar age who had some shared experiences such as 
going to university. Since the presentation I have had an experience of clients who 
are very far apart in age and had a discussion with a client who found it more
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difficult to engage with me because of this gap. She felt that discussion helped to 
recognise these differences and talking about them explicitly in this way was helpful. 
The PBL exercise has enabled me to consider future group work which I may carry 
out in clinical placement. I think having an understanding of group processes will 
help me as a facilitator by trying to provide a safe space for individuals who may be 
feeling very anxious about discussing difficult personal information. I have been able 
to reflect on the role of a facilitator in a group experience and the ways in which they 
were able to support us in our ideas for the presentation without trying to lead the 
group. I think this experience has helped me develop the skills I need to be a 
supportive facilitator in group work in my clinical placements.
There were several occasions in which the facilitator was not present and we all 
commented on how different the group behaved. I think in those first few weeks we 
were all feeling as though a member of the course team present may be judging our 
behaviour within the group, which led to feeling less comfortable with and able to 
speak openly. Over the course of the task we began to talk more freely once we 
understood that the role of the facilitator was not to judge us. I think this translates to 
how it first felt going into my clinical placement and building a relationship with 
team members and my supervisor. When I first started on placement I felt very 
conscious about making a good impression with team members and was aware that 
my clinical supervisor would be commenting to the course with regard to my 
progress. Having now built up a good professional relationship with my supervisor, 
similarly I have come to understand their role less as someone who is there to judge 
and view their role as a supportive and resourceful one.
Summary
In conclusion I feel the PBL exercise content and process has related to my clinical 
practice now and will continue to inform my learning in the future. Completing this 
assignment has enabled me to think about personal and professional development 
and the importance of being a mindful scientist practitioner. It has been useful to 
consider theory-practice links and that it essential to continue to reflect on these links 
throughout my career as a clinical psychologist.
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Introduction
This reflective account will explore the learning from a problem based learning 
(PBL) task, which included preparing and completing a presentation to other groups 
of trainees and course staff during the second year of training. The presentation 
centred round a case study regarding a court assessment of a family. The referral 
outlined risk issues identified by social services and various reflections from other 
professionals and family members in relation to the care of the children in the family. 
Having completed the task I have been able to explore my learning in relation to 
clinical practice.
The task
This was the second PPL task since starting training, having already been through the 
process in first year it felt as though there was less anxiety around how we were 
going to carry out the task. The task itself focussed on a brief referral document, 
which outlined a family (the Staines) and systems involved such as social services, 
psychologists, solicitors, foster families and wider family members such as 
grandparents.
The main problem focussed on the courts approaching us as psychologists, to 
conduct a full risk assessment and help develop a rehabilitation plan for the children. 
The local authority felt the Staines would be unable to care for their children 
adequately. However, the Staines were committed to having the children return to 
their care. Mr and Mrs Staines were described as having learning difficulties and 
there were concerns around physical assault towards Mrs Staines from Mr Staines 
when he was intoxicated with alcohol. Although the referral was brief, the 
information was rich and contained many possible areas to consider such as child 
protection, domestic violence, parenting, attachment and learning disabilities.
I remember feeling quite excited about this task and during our first meeting we all 
reflected how we thought this could be a positive learning experience. We discussed 
how in the previous PPL task, we were unsure of the task focus. As new trainees at 
that time, we were more anxious about how we would be perceived by the course, 
rather than how we would learn from the task and consolidate it into a presentation.
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Specific group processes and inter-group dynamics will be discussed below but for 
the purpose of this account it is helpful to briefly consider how we approached this 
task. After several group meetings we decided to focus our presentation on a 
systemic formulation. The main rationale behind this being that some group 
members had been part of a family therapy team in our adult placements and others 
expressed their enthusiasm for learning more about systemic theory.
Although at the time I did not feel as though I was learning a great deal more about 
systemic theory than I had previously encountered, looking back I now realise I 
learnt a significant amount. As a group we each went away and formulated using 
Johnstone and Dallos, (2006) book on family therapy and then shared it with the group. 
Although there were common themes, there were also notable subtle differences. 
This exercise has given me a deeper understanding of the processes which can occur 
in multi-disciplinary teams (MDT) when thinking about clients. For example, my 
current placement is based on an inpatient ward. I attend MDT meetings each week 
when clients are discussed. I have been surprised at how different our formulations 
of clients can be.
I have found myself thinking about differences that we all inevitably bring to our 
consideration of client difficulties. In our PPL task we were all working towards the 
same end goal, which made the task easier to navigate. In a ward setting I have often 
found in MDT meetings there may be differences in what each professional 
considers to be a successful outcome. Thinking about systemic formulation has 
allowed me to think about different professional systems (i.e. nursing, social work, 
psychiatry) and the different beliefs and values they may hold. Completing the task 
has enabled me to reflect on my role as a trainee in teams, and my contribution to 
teams by bringing in a psychological perspective. Using systemic theoiy has helped 
me help to acknowledge shared ideas and reflect on differences of opinion in relation 
to the client in MDT meetings.
The task could have been approached in many ways but we decided to build upon 
our systemic knowledge, rather a specific area such as domestic violence or child 
protection. Due to my previous experience of family therapy I took more of a 
leadership/facilitator role within the group. Having this role in the group has enabled
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me to be more confident in taking a leadership role within teams and sharing my 
skills psychological knowledge with others has improved.
The task gave me the opportunity to receive feedback on how I explained 
information and in which areas I could improve. For example when explaining about 
inter-generational beliefs within the family system, I was prompted by a group 
member who asked “ what do you mean by this?” At times I think we can all fall 
into the trap of assuming others will have a similar level of knowledge or understand 
the terminology we use. I have reflected on this experience and tried to be more 
mindful of my own language with clients and other professionals.
The group provided a safe place to receive feedback and share learning and I felt 
generally group members were able to be honest. I recognise clients may find it more 
difficult to give feedback to us, especially negative feedback. I think being explicit 
about feedback and having those discussions has made me more aware of the power 
imbalances on the ward when people are often hospitalised against their will. Since 
this exercise I have tried to ensure in addition to building a good report I try to 
encourage feedback and as much as possible make therapeutic sessions a space 
where people feel able to voice their opinions.
The presentation
At the end of the PBL exercise we completed a presentation which centred round a 
role play of a family therapy session. Over the past year I have worked hard to 
overcome my anxieties about presenting, especially to my peers. At the time, I think 
I did feel slightly nervous, however not to the extent of the PPL exercise in the 
previous year. I have wondered if this is because I have had many more opportunities 
to formally present or because I felt less ‘judged’ as I felt more comfortable in my 
group having then spent a year with each other in personal professional development 
groups, or even because I felt I was knowledgeable in the area.
It is likely a combination of things meant that I found I enjoyed the presentation 
rather than it being a source of anxiety. I wondered about clients and how for them it
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might be hard to pin point exactly which technique has been helpful in overcoming 
their difficulties and if they too sometimes find it hard to pin point what has worked.
Group process
Having been in our groups for one year when starting the task, the processes 
throughout the PPL felt more subtle than in the first year when relationships being 
formed and we were more consumed with course expectations. As a group we I do 
not think we went through all the stages of Forming, Storming, Norming, and 
Performing (Tuckman, 1965) during year one. I think we have not experienced the 
‘Storming’ phase. This is perhaps due to the fact our group feels very relaxed and I 
think we reflect similar personalities and hold a similar work ethic.
One of the first tasks was to assign role as chair, something no one volunteered for. 
We decided this by act of paper, scissors, stone, a game of chance. I think this 
resounds with how the group felt at this point in the year. No one felt like taking on 
the role which may be perceived as going against ‘group norms’ or perhaps rocking 
the boat of the comforting relationships between group members.
During these first few sessions, after assigning a chair, I think it still felt difficult for 
us to focus on the task. I have wondered why we were avoiding the topic. It often felt 
as though the group became distracted and discussed other things, unrelated to the 
task. I have wondered if this could be explained by a fear about the responsibility we 
may face as qualified psychologists. The referral explicitly mentioned ‘risk’ and 
Teaming disabilities and parenting’. Subjects that can feel more difficult to talk 
about, especially as some of us had not had experience in working with people with 
learning disabilities or been involved in a court case which could have such long 
lasting implications for family members.
As a group we reflected avoiding the task in the initial phases and how this may be 
related to an unconscious fear of the responsibilities of a fully qualified psychologist. 
I think discussing this with other group members helped me learn and reflect on 
psychoanalytic theory in relation to our group processes. Since these discussions I 
have tried to pay more attention to these processes in supervision. By giving myself
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time to reflect between supervision sessions I am able to identify if there are times 
when I or my clients have unconsciously avoided particular subjects. I think bringing 
this process into my clinical work has made me a more reflective practitioner.
Looking back I think the task itself influenced how our group continued to develop 
in the second year of training. Being more aware of systemic theory it provided 
opportunities for us to consider our own systems, both professionally and personally. 
One of the strengths of being a flexible group meant it felt safe for group members to 
deviate from set agenda’s and this was not discouraged. I think this reflects my own 
development as a trainee. During the first year it often felt as though I was trying to 
get to grips with therapeutic models, most often CBT. I think as I have developed 
during the second year I have been able to integrate my thinking more, becoming 
more familiar with psychological theories and models allowing a more flexible 
approach to clients.
One of the strengths of our group is the collaborative nature, however I wonder if 
people find it hard to then go against the group norms and perhaps challenge these. I 
wonder if one of the weaknesses of this way of working, means some group 
members may find it difficult to say what they are thinking or feeling. I have 
wondered if group members sometimes want to use the group time differently but 
feel unable to voice their opinions.
Reflecting on this I have considered if  this is the responsibility of group as a whole? 
Or is this the responsibility of those individuals who wish to break the group norms? 
During this task we did not work with a facilitator, which was different to last year. 
One theory of group dynamics know as ‘groupthink’ (Janis, 1983) offers an 
explanation as to why individuals in teams do not challenge group norms. They 
suggest an over emphasis on group cohesiveness can interfere with contributions and 
creativity. Manz and Sims (1982) elaborate on this theory, highlighting that self 
managed teams are highly susceptible to ‘group think’ because they experience high 
levels of interaction and support from one and other in order to perform tasks. 
Additionally, members are likely to conform to the general views of the group 
because of the dependence on one and other to complete tasks.
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As a group we generally work well and are able to set ourselves boundaries which 
allowed us to complete the task within the time allocated. I think sometimes we 
might be overly critical of ourselves. We did not put in lots of extra hours which 
some other groups did. However, I genuinely feel our presentation was a learning 
experience for all of us. The feedback was excellent and through discussion in 
subsequent meetings with our facilitator, we thought about trying to be pleased with 
how we function as a group rather than comparing ourselves to other groups in the 
year. I remember feeling pleased and satisfied after spending time discussing our 
achievements. This experience has consolidated my beliefs on the importance of 
focussing on strengths as well as difficulties in working with clients.
The PBL exercise has enabled me to consider future learning experiences in clinical 
placement. I think whilst the first year PPL translated into an awareness of group 
process which helped me initiate discussion around change and thinking about group 
dynamics as a team. This exercise has helped me develop more of a leadership role 
as a trainee clinical psychologist. I felt more confident in sharing psychological 
formulations in team meetings. Yukl, (1999) suggests leadership is a shared process 
of enhancing both the collective and individual capacity of people to accomplish 
their roles effectively. I think this task allowed me to consider how being a leader is 
not just about one person’s skills or knowledge but effectively using skills and 
knowledge within groups.
Summary
In conclusion I feel the PBL process and presentation has helped me develop in my 
clinical practice. Completing this assignment has enabled me to think about personal 
and professional development and the importance of using our skills as a scientist 
practitioner not only in clinical work but also to help facilitate team working. It has 
made me think about the importance of recognising the skills and knowledge of 
others in teams and how groups work better when they use each other’s strengths. It 
has been useful to consider group processes and I think they will continue to inform 
my future learning.
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Personal and Professional Learning Discussion 
Group Process Account Summary
PPLDG: Process Account Summary 
Year 1 September 2010
Word count: 249
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This process account explores group dynamics and clinical learning from our 
professional and personal development groups (PPD) over the first year of the 
DClinPsyc course. During the initial phase we were asked to complete a task which 
involved preparing a presentation on ‘the relationship to change’, something we all 
found difficult to consolidate into an idea of a presentation. It was difficult to 
establish the focus of the group once the task had finished and we had to decide how 
we were going to conduct sessions. During the middle phase of our PPD we spent a 
number of sessions exploring genograms. This experience helped me to consider 
difference and diversity, both within the group and in clinical practice. Midyear we 
were separated to work with undergraduate dietetics students. This task helped me 
consider multi-disciplinary team working. When returning to the PPD members of 
the group presented clients, enabling shared learning within the group. As the year 
progressed I found that we mirrored the style of the facilitator and were collaborative 
and supportive of each other. A stronger bond developed within the group and 
throughout the year we experienced no strong differences of opinion. I have come to 
understand the role of the PPD less as just part of the course programme, and instead 
as a supportive resource. It has been useful to consider theory-practice links and it 
will be essential to continue to reflect on these links throughout my career as a 
clinical psychologist.
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Personal and Professional Learning Discussion 
Group Process Account Summary
PPLDG: Process Account Summary 
Year 2 July 2011
Word count: 250
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This process account explored group dynamics and clinical learning from our 
professional and personal development group (PPD) over the second year of the 
DClinPsyc course. During the initial phase we were asked to complete a task which 
involved preparing a presentation. We used systemic formulation and theory to 
develop our skills and learning. Throughout the year we completed reading seminars 
on various topics such as leadership. This provoked conversations around the 
development of our future careers and current leadership models in the NHS. We 
also used case presentations to explore the personal impact of clients and difficulties 
in the therapeutic relationship. These experiences enabled me to think about clients 
in my clinical placement and wider ethical issues. Throughout the process account I 
reflected on group dynamics and how these changed over the year. The members of 
the group began to have different beliefs about the functions and tasks of the group 
which initiated some debate. This led me to consider wider team dynamics in the 
NHS and how inter-disciplinary teams can create conflict and challenges. Looking 
back over the year I recognise the strength of the group as the collaborative nature of 
the individual members. We recognised the flexibility of the roles in the group 
enabled us to focus on tasks without conflict. The PPD group space has enabled me 
to develop my reflective thinking in my clinical placement and my academic work 
and I hope to continue to use the space effectively next year.
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CLINICAL DOSSIER
The clinical dossier starts with an overview of the three years of clinical experiences 
gained during training. The detailed placement contracts, log books, placement 
evaluations and feedback forms can be found in Volume Two.
The placement overview is followed by summaries of the five clinical case reports, 
one of which was an oral presentation of the author’s clinical work. The five reports 
represent a variety of presenting difficulties, therapeutic formulations and approaches 
to clinical work with clients at different stages of the lifespan. One of these case 
reports is a neuropsychological assessment. The full case reports can be found in 
Volume Two.
The material presented here has been anonymised and all potentially identifying 
features modified. All the individuals provided informed written consent for the use 
of their personal case details in this way.
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SUMMARY OF CLINICAL PLACEMENT EXPERIENCES
November 2009 -  September 2012
YEAR 1: Adult Mental Health (November 2009 -  September 2010)
For my first year adult placement I was in a split placement across a CMHT and an 
IAPT service. I was able to build upon my assessment, formulation and intervention 
skills, primarily in a CBT model. I was able to gain experience of working with 
clients presenting with a range of mental health difficulties including depression, 
personality disorder, OCD, anxiety and panic. During this placement I was also part 
of a family therapy team for individuals who experienced psychotic symptoms. 
Through being part of the family therapy team I was able to develop my skills in 
systemic therapy. I completed two neuropsychological assessments which helped me 
to develop my skills in administering and interpreting cognitive assessments with 
clients presenting with a range of concerns. I attended MDT meetings bi-weekly and 
also completed joint work with other professionals such as psychiatrists, CPNs OTs 
and social workers. I also co-facilitated a CBT group in an acute inpatient setting. 
This was a four session psycho-educational group on stress management. I 
completed a service related research project for the team exploring on service user 
feedback about how recovery orientated the CMHT was. I presented some teaching 
to the service about how to explain mental health to children of parents who 
experience mental health difficulties.
YEAR 2: Older Adults (October 2010 - March 2011)
During this placement I was able to work with clients with a range of functional and 
organic difficulties across a range of settings including inpatient services. I was 
based within two inpatient settings; a functional ward and a dementia care ward. I 
was able to work with clients who were experiencing difficulties including anxiety, 
psychotic symptoms, low mood and cognitive difficulties. A significant part of this 
placement included working as part of an MDT ward team which enabled me to gain 
a greater understanding of the role of a clinical psychologist in inpatient settings. I 
was able to gain direct experience of Dementia Care Mapping and its relevance in
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dementia care settings. I visited other services outside of the NHDS such as the 
Alzheimer’s Society, which helped inform my knowledge of the difficulties 
experienced by family members of those relatives with dementia. I was able to 
conduct a range of neuropsychological assessments and further developed my skills 
in writing accessible reports. I was also able to see two clients in a community 
setting for difficulties relating to anxiety and low mood and was supervised by a 
CBT therapist from a local CMHT and allowed me to build upon my skills in using 
CBT therapy.
YEAR 2: Children and Families (April 2011 -  September 2011)
For my child placement I was based within a CAMHS team. On this placement I had 
the opportunity to work with children and adolescents with a range of presenting 
behavioural and emotional difficulties. I learnt the importance of tailoring 
interventions to the developmental stage and level of understanding. I worked with 
children between the ages of 5 years to 16 years of age with a range of difficulties 
including; self-harm, low mood, panic, OCD, anxiety and neuro-developmental 
disorders such as Autistic Spectrum Disorder. This placement involved working with 
other members of the MDT and other agencies including schools and social services. 
I was able to develop my skills in integrating different therapeutic models to ensure a 
person centred approach and meet individual needs. I was also able to develop more 
specialist skills in solution focused therapy by attending weekly solution focused 
therapy clinics. I was a regular clinician in the reflecting team and for one child and 
family I was able to take the role of lead therapist. During this placement, I was able 
to develop my consultation skills through working alongside other staff and through 
working with parents with younger children. I used the Webster-Stratton parenting 
manual with a family whose child had developed behavioural difficulties. Finally I 
was able to conduct neuro-psychological assessments and developed my skills in 
assessment and formulation in this area.
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YEAR 3: People with Learning Disabilities (November 2011 -April 2012)
For my learning disabilities placement I was placed in a challenging behaviour team. 
This was not an NHS service and I was able to gain experience of working within a 
service outside of an NHS setting. During this placement I worked with clients with a 
range of mild to moderate learning disabilities to more severe learning disabilities. 
Difficulties included Autistic Spectrum Disorder, anxiety, self harm and challenging 
behaviours. I was able to use psycho-education and CBT for work with individual 
clients. In addition to working with clients directly I was also able to gain experience 
of working with care staff teams for clients who were presenting with a range of 
challenging behaviours. I administered and interpreted a wide range of 
neuropsychological tests and adaptive behaviour scales. This included completing a 
functional assessment which included a range of measures standardised measures 
and included a formulation using positive behaviour support. During this placement I 
also worked with clients across a range of settings such as educational settings, 
residential homes and day services. As part of this placement I joined the family 
therapy team and was part of the reflective team seeing clients with learning 
disabilities and their families for a range of issues which related to relationships 
within the family. I presented a teaching session to the team about how to use 
solution focused approaches in consultations with care teams.
YEAR 3: Advanced Competencies (April 2012 -  October 2012)
My specialist placement is split across three teams; a paediatric chronic fatigue
service, a child development centre and CAMHS. This range of experience has
enabled me to gain experience of a wide range of neuro-developmental, health and
psychological difficulties in children from the ages of 18 months to 16 years. I was
able to develop my skills through providing psychological consultation to
paediatricians and other health professionals. Furthermore, I have conducted joint
assessments with other in a MDT context for a range of behavioural difficulties such
as sleep and challenging behaviours. A significant part of this placement has
included completing developmental assessments for a range of complex
developmental disorders. I was also involved in working within an Autism
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assessment team and my role was to interview parents of children who were referred 
for suspected Autism. As part of the CAMHS team I have also been involved in 
conducting psychological assessments for the team to assess suitability for therapy 
and risk. I have continued to develop my skills in solution focused therapy by 
attending solution focused clinics at CAMHS. This placement has allowed me to 
further develop my skills in working with children and families. It has given me the 
opportunity to work in more specialist paediatric teams and develop my skills in 
neuro-psychological testing and developmental assessments.
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Cognitive behavioural assessment, formulation, 
intervention and evaluation for a woman in her 
thirties presenting with depression to adult 
mental health services.
Case Report 1 Summary 
Year 1 May 2010
Word count: 240
All material within this summary has been anonymised to protect client 
confidentiality. As such, all potentially identifying features have been modified. 
Written consent for the use of personal case details was obtained in advance of
writing this summary.
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This was a case report for a woman in thirties who was referred to a CMHT for 
depression. We met for a total of three sessions to complete an assessment which 
included a psychometric measure of the BDI-II cognitive measure of depression 
(Beck et al, 1996). The difficulties were explained using a cognitive behavioural 
approach. The trigger for the depression was a number of operations which left 
significant scaring. She ruminated on thoughts such as ‘I'm disgusting’ which made 
her feel low in mood and she avoided looking at her scar or letting her partner see her 
without clothes on. We met for a total of three assessment session in which we 
conceptualised the difficulties in relation to Beck’s (1995) model of depression. We 
met for a total of seven therapy sessions. During sessions we explored her underlying 
negative beliefs about herself which were maintaining her low mood. Using 
cognitive behavioural therapy techniques she was able to identify her thoughts and 
behaviours related to her low mood. By exploring hypothesis and alternative 
explanations though a series of behavioural experiments she was able re-evaluate her 
beliefs. The outcome measures of this case showed reduction in depression as 
recorded by the BDI-II score. This change was also reflected in the client’s 
interpretation of therapy outcomes as she felt her goals were met. This case is 
discussed in relation to the wider literature on CBT for depression and the 
effectiveness of this intervention.
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A cognitive behaviour therapy case study: 
assessment, formulation, intervention and 
evaluation for a woman in her forties 
presenting with social anxiety to NHS Primary 
Care mental health services.
Case Report 2 Summary 
Year 1 August 2010
Word count: 246
All material within this summary has been anonymised to protect client 
confidentiality. As such, all potentially identifying features have been modified. 
Written consent for the use of personal case details was obtained in advance of
writing this summary.
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This was a case report for a woman in forties who was referred to Primary Care 
Psychological Therapies for social anxiety. We met for a total of three assessment 
sessions to complete an assessment, including psychometric measures of the GAD-7, 
PHQ-9. Scores for low mood and anxiety fell within the severe ranges. The 
difficulties were explained using a cognitive behavioural approach. Social anxiety 
was the main difficulty and low mood mainly due to social isolation. The trigger was 
severe headaches, which after medical investigation could not be attributed to a 
physical cause. She had beliefs regarding ‘not being good enough’, and assumptions that 
‘she must not let others down’. In social situations she would focus her attention on her 
anxiety somatic symptoms and ruminate afterwards in a self critical manner. We 
conceptualised the difficulties using Wells’ (1997) model of social anxiety. We met for a 
total of seven therapy sessions. During which we explored underlying negative 
assumptions about social situations and safety behaviours which were maintaining 
her anxiety. By exploring cognitive restructuring and though a series of behavioural 
experiments she was able re-evaluate her beliefs. The outcome measures of this case 
showed reduction in depression and anxiety as recorded by the GAD-7 and PHQ-9 
scores. This change was also reflected in the client’s interpretation of therapy 
outcomes as she felt her goals were being met. This case is discussed in relation to 
the wider literature on CBT for social anxiety and the effectiveness of this 
intervention.
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Neuropsychological Assessment of a woman in 
her 70’s presenting to services with psychotic 
experiences and memory difficulties.
Case Report 3 Summary 
Year 2 April 2011
Word count: 221
All material within this summary has been anonymised to protect client 
confidentiality. As such, all potentially identifying features have been modified. 
Written consent for the use of personal case details was obtained in advance of
writing this summary.
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This was a case report for a woman in seventies who was referred for 
neuropsychological assessments for difficulties relating to psychotic experiences and 
memory difficulties. We met for a total of three sessions to complete assessments 
which included; the WTAR, GNT, RBANS and DKEFS. The client reported that she 
had recently had experiences in which she thought she could hear people talking 
about her through the walls of her home. She also reported memory difficulties such 
as forgetting to lock the door when going out. Other difficulties included visuospatial 
problems such as not being able to locate household goods even when they were in 
front of her. A CT scan shown lacunar infarcts in the white matter. The referral 
queried a possible organic cause to these difficulties. The results from the 
neuropsychological assessments revealed impairments in the domains of; memory, 
attention, visuospatial abilities and central executive function. Language was not 
found to be impaired. The results were discussed in relation to the literature 
surrounding dementia with lewy bodies, late onset psychosis and lacunar infarcts. 
The results indicated an organic causation to the difficulties, with evidence to suggest 
a possible dementia with lewy bodies, although, the impact of the lacunar infarcts 
could not be completely ruled out. Recommendations were given to the client and 
family on strategies to help manage memory problems.
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Solution Focused Therapy with a child and 
family in a CAMHS setting: Reflections on 
learning a new therapeutic approach.
Oral Case Presentation Summary 
Year 3 September 2011
Words: 494
All material within this summary has been anonymised and all potentially 
identifying features modified to protect client confidentiality. Written client 
consent for the use of personal case details was obtained.
77
Mekayla Zahra URN6111382
This oral case report illustrated a piece clinical work with a client in order to 
demonstrate my development as clinical psychologist to date. The report reflects on 
how previously to beginning training and during the initial year of the DClinPsyc 
course, learning was very much focused on absorbing knowledge and getting to grips 
with the different therapeutic models. Over training I have become more aware of 
integrating different therapeutic approaches to best fit clients’ individual needs. Part 
of this process was learning new models and integrating them into clinical practice 
on placements. One of the models that I was able to observe during a child placement 
was Solution Focused Therapy. I attendd a Solution Focused clinic and participate in 
being part of the reflecting team behind the screen. The role of the reflecting team 
was to identify resources in families and pass messages back to them with identified 
strengths. For one family I took on the role of lead therapist. This case was 
presented to illustrate my development in learning the skills in a new psychological 
approach. Through audio clips I was able to demonstrate some of the specific 
techniques in solution focused working such as using ‘scaling’ and ‘problem free 
talk’.
The presentation describes a child age 11 who was referred to a Child and 
Adolescent Mental Health Service for difficulties relating to ritualistic and obsessive 
behaviours. Her mother had taken her to the GP after she had become worried that 
her ‘touching behaviours’ were becoming dangerous as some of the objects included 
the kettle and pans, which could potentially be hot and therefore dangerous. She 
would become very distressed if she was unable to touch the object and feared 
something terrible would happen. The presentation described the approaches used in 
solution focused work such as problem free talk, scaling, use of problem free 
language and how specifically they were used in with this client and her mother 
during three sessions in the clinic. The rationale and evidence base for the approach 
were discussed as well as the challenges of working in a solution focused approach 
in NHS mental health services. The presentation used illustrations of individual work 
with clients to highlight how I have become more competent in this approach and 
have integrated it into my one to one work with clients in the service. The conclusion 
considers how I will use this newly developed skill in my future work with clients 
beyond my CAMHS placement and in future clinical work.
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Functional Assessment of a man in his twenties 
with a learning disability who presented with 
challenging behaviour.
Case Report 5 Summary
Year 3 May 2012
Words: 224
All material within this summary has been anonymised to protect client 
confidentiality. As such, all potentially identifying features have been modified. 
Written consent for the use of personal case details was obtained in advance of
writing this summary.
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This was case report for a man in twenties who had a severe learning disability and a 
diagnosis of Autistic Spectrum Disorder. He was referred for an assessment as he 
was engaging in challenging behaviour. I met with his key worker in his residential 
home three times in order to complete a functional assessment which included the 
measures; MAS, GLCPA, ABS and ABC. The referral reported a number of 
challenging behaviours including biting himself, pinching himself and grabbing 
support staff. Interviews with his parent concluded that he had displayed challenging 
behaviour since he was an infant and that these behaviours continued when he moved 
from his parents home to a residential settings. There were no reports that high 
frequencies of challenging behaviour occurred when he attended school or the day 
service he now attended. A review of the assessments completed by his care home 
and his day service indicated a number of setting events, triggers and consequences 
of these behaviours. Anticipating food, lack of sensory stimulation, loud noises, 
inconsistencies in communication and staff members were related to the onset of 
challenging behaviours. The results were discussed in relation to Positive Behaviour 
Support and in light of the formulation. Recommendations were made to all those 
involved in his care and the specialist team would oversee an intervention plan to 
reduce the frequency of challenging behaviours.
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RESEARCH DOSSIER
This dossier contains two research projects and the abstract of a qualitative research 
project. The Service Related Research Project was conducted during the first year of 
training and explored a service audit of service-user satisfaction based upon NHS 
Trust recovery standards. A letter confirming dissemination of the findings of this 
research to the course selection committee is also presented. The Major Research 
Project was conducted during the second and third years of training. The qualitative 
research project abstract is taken from a qualitative methodology project conducted 
during the first year of training to familiarise trainees with the application of 
qualitative research methodologies.
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A service audit of service-user satisfaction 
based upon NHS Trust recovery standards.
Service Related Research Project 
Year 1: July 2010
Words: 2950
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Abstract
Recovery is a growing concept in mental health services, influencing service 
development and treatment focus. Historically, recovery has been associated with 
symptom reduction but more recently attention has begun to focus on individual 
service-user’s definition of recovery. This small scale study in a Community Mental 
Health Team (CMHT) in a London borough aimed to explore service-users’ opinions 
of the local Trust’s Bench Mark standards of recovery. A total of 23 service-users 
completed a questionnaire which used a 5 point Likert-type scale. Each item on the 
questionnaire related to specific standards. Service-users were asked to rate to what 
extent they agreed the standard was met and how important each standard was to 
their recovery. Standards included aspects such as providing choices of treatment and 
giving information about recovery. The results illustrated the majority of standards 
were met and they were considered important by service-users. There were 
discrepancies between mean averages of agreement of particular standards such as 
being offered access to a recovery group and importance of standards. Results are 
discussed in relation to recommendations for the team.
Introduction
Recovery is a relatively new term in the realm of mental health services (NIMHE, 
2005), which is increasingly being recognised as a concept incorporated into guiding 
policy and shaping interventions. The Department of Health suggest that future 
services will focus as much on the concept of recovery as they will on symptoms and 
illness (Department of Health, 2001). Recovery is growing as a concept which 
influences policy and practice in NHS mental health services (Care Services 
Improvement Partnership, CSIP, 2007). In contrast to previous indicators of recovery 
which focussed on a reduction of symptoms, services are focussing on supporting 
service-users in improving functionality through self management without 
necessarily the remission of symptoms (NIMHE, 2005). For example, Davidson & 
Roe (2007) asked service-users what they felt would help make their lives better. The 
response was being able to cope better with normal everyday life rather than a cure 
of symptoms, which in the past may have been assumed by services as the best
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outcome for service-users. Service-users are not necessarily seeking a remission of 
symptoms to signify recovery, as ‘clinical recovery’ may suggest, but a means of 
being able to function better with their symptoms.
Defining recovery has historically been a difficult task as the term recovery appears 
to mean different things to different people (NIMHE, 2005). Anthony’s (1993) 
definition of recovery is commonly employed in the literature: He describes recovery 
as: tRecovery is described as a deeply personal, unique process o f changing one's 
attitudes, values, feelings, and goals, skills, and/or roles. It is a way o f living a 
satisfying, hopeful, and contributing life even with the limitations caused by illness. 
Recovery involves the development o f new meaning and purpose in one's life. ’ (p. 
15).
Traditionally mental health teams have viewed interventions as something we have 
to ‘do’ to the service-user, and define needs in terms of what is offered. A recovery 
orientated service should explore how staff can offer support to the individual’s 
journey towards recovery in attaining their own personal goals. A number of studies 
have highlighted the importance of providing a recovery orientated service focussing 
on personal goals. For example, positive results have been demonstrated in Devon 
NHS Trust. Self management approaches to mental health problems were developed 
through specific and generic courses such as the Wellness Recovery Action Plan 
(WRAP) and the Expert Patient Programme. The approaches were service-user lead 
and the authors note service-users' experiences add more value than models derived 
from physical health. These approaches have led to the long term aim of recovery 
orientated services by commissioning on the basis of ten core standards around 
recovery (Davidson, 2005).
Local SWLSG NHS Trust policy recognises the need for a recovery orientated 
service and one of the outlined purposes by the Trust is to facilitate recovery and 
promote inclusion: “The Trust recognises that everyone with mental health problems 
faces the challenge o f retaining or recovering a life that is as meaningful, satisfying 
and valued as possible. The purpose o f the Trust is to help people with mental health 
problems to do the things they want to do, live the lives they want to live and access 
those opportunities that all citizens should take fo r  granted.” (SWLSTG NHS Trust, 
2010).
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South West London St George’s Mental Health Trust have developed a number of 
Recovery Bench Marks by which community mental health teams should be setting 
their standards. The rationale for the following study was based upon these Bench 
Marks to assess if a community mental health team within SWLSTG NHS Trust are 
working towards individuals attaining their own recovery goals. The results of this 
study will provide feedback to the team and Trust about service-users’ views on 
these standards and will make recommendations for future provision of the service.
Aims
The current study has the following aims:
• To explore service-users’ views on the Trust’s Recovery standards and 
whether they feel the CMHT is providing recovery orientated care.
• To ask service-users how important it is that these specific aspects of 
recovery are offered within the CMHT.
• To explore discrepancies between agreement with the recovery standards and 
importance to personal recovery.
Method
Procedure
The CMHT operates within a London Borough and takes referrals from GP’s within 
the local area for individuals experiencing severe and enduring mental health 
difficulties. A questionnaire to ascertain if recovery Bench Marks were being met 
with a service satisfaction element was designed by the trainee and clinical 
psychologist. This was shared with the team and team manager to gain feedback on 
the design. Modifications were made and the final version was introduced to the 
team during a team meeting. Questionnaires were handed out to staff along with an
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instruction sheet and envelopes. Practitioners were asked to give it to service-users 
who receive services from the CMHT at the clinic and/or receive home visits. 
Additionally, the receptionists were given instructions to ask service-users in the 
waiting room if they would complete a questionnaire while they waiting for their 
appointment.
Participants
A total of 31 questionnaires were handed out and returned, however some of these 
were returned incomplete and therefore excluded from the study. A total of 23 
service-users completed the questionnaire in full and were included in the study. All 
service-users were adults over the age of 18 years and were receiving services from 
the CMHT. Those people who received home visits were not differentiated from 
those who completed the questionnaire at the clinic in data analysis.
Measures
The questionnaire was designed to ask service-users about their views on the CMHT 
in relation to recovery. It was decided that the Trust’s Bench Marks for a recovery 
orientated service would form the basis for questions. The trainee and supervising 
psychologist went through the Bench Marks and decided which would be suitable to 
include in the questionnaire. Bench Marks were included which directly related to 
service-users. Bench Marks were excluded if they related to processes within the 
team. A total of 11 questions were constructed and phrased as a series of statements, 
which related to the standards. For example ‘we develop care plans and write notes 
in collaboration with you focussing on your personal recovery plans and clearly 
stating plans for meeting your recovery goals’. A five-point Likert scale was used to 
measure the extent to which service-users agreed with the statement, where 1 was 
‘disagree’ and 5 ‘agre’e. A second five-point Likert scale was used to measure how 
important service-users felt the given element was to their recovery, where 1 ‘was 
not important at all’ and 5 was ‘very important’. Attached to the questionnaire was 
an instruction sheet explaining the purpose of the research, and all data would
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remaim anonymous. This also gave clear instructions for using the Likert scales. See 
appendix 1 for a copy of the questionnaire and instruction sheet.
Data Analysis
Data was examined using a number of descriptive analysis exploring averages and 
frequencies of service-users’ scores for each of the 1-5 Likert points. To explore the 
data further the scores on both Likert scales were categorised into ‘yes/no’ responses. 
This was conducted by grouping responses of a score 4 or 5 on the Likert scale as 
‘yes’ and 1 or 2 as ‘no’. Questionnaires which included a neutral response of 3 on the 
Likert scale were excluded from this part of the analysis. No statistical analysis was 
completed as tests to explore significant assume either change over time where data 
was recorded by the same group but over two time points or there was some form of 
manipulation in the conditions. Statistical analysis was discussed with the 
supervising psychologist who felt the option of exploring correlations would not 
inform the service of any meaningful results. It was therefore agreed that descriptive 
results would provide the most useful outcomes for the service.
Results
Table 1 shows the descriptive statistics for all scores of the questionnaire. The results 
Mode scores demonstrate the majority of service-users rated the team as a 5 for all 
recovery standards. A mean score was also calculated as the mode does not take into 
account the range of scoring. The mean scores are highlighted in Figure 1 and 
illustrate all ‘importance’ scores were all higher than the ‘agreement’ with the 
recovery standards, with the exception of ‘involving carers’ in treatment. This 
suggests that the Bench Marks outlined by SWLSTG NHS Trust are aspects of 
recovery orientated service which are important to service-users. The higher 
‘importance’ mean scores on some Bench Marks compared to ‘agreement’ scores 
suggest there is discrepancy between what the service is providing and how 
important this is to service-users. The greatest of these is offering service-users 
access to a recovery group. Table 2 highlights the findings from the categorised data
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and illustrated the majority of service-users agreed the Bench Marks were being met 
and they are important. Similarly, these results show the largest discrepancy between 
‘agreement’ and’ importance’ is related to being offered access to a recovery group 
with five people agreeing this is important but disagreeing this is happening within 
the service. These results are explored further in the discussion section of this report.
Table 1. Descriptive statistics for all items on the recovery questionnaire n=23
Frequency of scores n (%)
Statements Mode Mean SD 1 2 3 4 5
Community
relationships
5 4.26 1.05 1(4.3) 0(0) 4 (17.4) 5 (21.7) 13 (56.5)
Importance 5 4.30 .97 0(0) 1 (4.3) 4(17.4) 5 (21.7) 13 (56.5)
Involving carers 5 4.48 .79 0(0) 0(0) 4 (17.4) 4(17.4) 15 (65.2)
Importance 5 4.48 .79 0(0) 0(0) 4 (17.4) 4 (17.4) 15 (65.2)
Collaborative 
care plans
5 4.52 .90 1 (4.3) 0(0) 0(0) 7 (30.4) 15 (65.2)
Importance 5 4.78 .42 0(0) 0(0) 0(0) 5 (21.7) 18(78.3)
information 5 3.52 1.34 2(8.7) 4 (17.4) 4 (17.4) 6(26.1) 7 (30.4)
Importance 5 3.87 1,91 3(13) 0(0) 5(21.7) 4(17.4) 11 (47.8)
Take risks 5 4.17 .83 0(0) 0(0) 6(26.1) 7 (30.4) 11 (47.5)
Importance 4 4.09 .85 0(0) 1 (4.3) 4(17.4) 10(43.5) 8 (34.8)
Staff knowledge 5 4.26 1.05 0(0) 3(13) 1 (4.3) 6(26.1) 13 (56.5)
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Importance 5 4.52 .99 1 (4.3) 0(0) 2(8.7) 3 (13) 17(73.9)
Variety of 5 4.22 1.20 1 (4.3) 2(8.7) 2(8.7) 4(17.4) 14(60.9)
therapy
Importance 5 4.57 .96 1 (4.3) 0(0) 1 (4.3) 4(17.4) 17(73.9)
Choices and 5 3.96 1.33 2(8.7) 2(8.7) 2(8.7) 6(26.1) 11 (47.8)
decisions
Importance 5 4.39 1.12 1 (4.3) 1 (4.3) 2(8.7) 3 (13) 16(69.6)
Recovery pack 5 3.57 1.65 5(21.7) 2(8.7) 1 (4.3) 5 (21.7) 10(43.5)
Importance 5 4.04 1.52 4(17.4) 0(0) 1 (4.3) 4(17.4) 14(60.9)
Recovery group 5 3.30 1.80 7(30.4) 2(8.7) 1 (4.3) 3 (13) 10(43.5)
Importance 5 4.09 1.54 4(17.4) 0(0) 1 (4.3) 3 (13) 15 (65.2)
Learning 5 3.78 1.59 4(17.4) 2(8.7) 1 (4.3) 4(17.4) 12(52.2)
opportunities
Importance 5 4.35 1.23 2(8.7) 0(0) 2(8.7) 3 (13) 16(69.6)
Please see appendix 2 for a full key o f the recovery statements
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Table 2. Categorised data for Agreement and Importance for Recovery Standards
(a) Agreement and (b) Importance 
Statements (a) Yes (a) Yes (a) No (a) No n=
(b) Yes (b) No (b) Yes (b) No
Community relationships 16 0 1 0 17
Involving carers 17 0 0 0 17
Collaborative care plans 20 0 1 0 21
Information 10 1 3 3 17
Take risks 16 0 0 0 16
Staff knowledge 16 1 2 0 19
Variety of therapy 15 1 3 0 19
Choices and decisions 13 3 3 1 17
Recovery pack 13 0 2 4 19
Recovery group 11 0 5 4 20
Learning opportunities 14 1 3 1 19
Key: (a) = Agreement (b)=Importance
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Figure 1. Mean scores fo r  agreement and importance o f  all recovery statements.
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Discussion
The results of this study demonstrate that the majority of service-users who took part 
(indicated by the mode scores) agreed the CMHT was meeting the Bench Mark 
standards set around recovery. Results also highlighted these standards are important 
to service-users in their recovery.
Exploring the average scores for each statement outlines some notable findings. For 
example, the item ‘information’, which asks if service-users are given examples of 
success stories, attained a mean score of 3.87. However, service-users rated this As 
less important to their care with an average importance score of 3.52. This is 
reflected in the categorised results as three individuals did not agree this was 
happening in the team but also felt it was not important to their recovery.
Other items such as ‘community relationships’ and ‘involving carers’ retained little 
differences on mean scores suggesting that service-users view these items as 
important to their care and feel the team are supporting links within the community. 
They also agree the team are making an effort to involve significant others in their 
care. Moreover, these findings are supported by the categorised data with few or no 
service-users falling into the group that felt these items were important but 
disagreeing they were offered by the CMHT.
There appears to be a noticeable difference between some other Bench Mark items. 
For example, it appears that not all service-users were offered access to a recovery 
group according to the mean score of 3.30 but this is rated as an important aspect of 
recovery (mean score 4.09). The categorised data support this finding as the item 
receiving the greatest number of ‘did not agree and ‘is important’ responses. 
Similarly, a discrepancy was found between mean scores for the item which relates 
to providing opportunity to learn about recovery (mean scores agreement: 3.78 and 
importance: 4.35). It should be noted that no statistical analysis were applied to 
results therefore it cannot be determined if these differences would reach significant 
difference.
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There were a number of Bench Mark standards which highlighted areas of less 
agreement (information, choices and decisions, recovery pack, recovery group, 
learning opportunities). Apart from the item ‘information’ (which fell between 
neutral and somewhat agree with a mean of 3.52) service-users’ average rating on all 
aspects fell into the ‘important’ range. Interestingly the highest ‘importance’ score 
was ‘collaborative care plans’. It is possible that service-users view their care plan as 
central to their recovery. The care plan should involve personal recovery goals for 
each individual client. Although it is not possible to determine the specific reasons 
why service-users found this Bench Mark the most important aspect of recovery 
from the standards, a future piece of research would benefit from exploring service- 
users’ views on this.
Limitations
The low numbers of questionnaires returned back make it difficult to generalise these 
results to all the service-users of the CMHT. The manner in which the questionnaires 
were distributed may also have impacted upon results. For example, although some 
questionnaires were given out in the waiting room, around half were handed out by 
individual staff members to their clients. Not all staff members returned 
questionnaires and therefore the results may be biased towards a minority number of 
staffs’ clients and not represent the full views of all service-users’ experiences of the 
services provided by the CMHT.
No demographic variables were included in the questionnaire as it was hoped a short 
questionnaire with no personal information would encourage service- users to 
express their views. Future studies could explore differences in age, gender, ethnicity 
and recovery orientated practice to see if this would yield differences. Similarly no 
information was taken on the type of care plan service-users were receiving, or 
length of time receiving services from the CMHT. These aspects may have affected 
results.
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It is recognised that recovery is complex, difficult to define and is individual for each 
person (NIMHE, 2005). The questionnaires were designed specifically focussing on 
the Trust’s individual standards around recovery. Without individual feedback on 
what is important for service-users it impossible to know if there are other aspects of 
service delivery which are not being provided, but are very important in personal 
recovery. Meddings & Perkins (2002) suggest there is a need to widen the approach 
of services to incorporate what is truly important to the individual, and care planning 
must assimilate the priorities of the person. Including space on the questionnaire for 
service-user feedback would help clarify if there were any aspects of recovery 
orientated service provision that were not included in the statements made by the 
trust.
Recommendations
Overall the results indicated that the service-users agreed the majority standards of 
recovery orientated practice are being met and that these are important aspects of the 
service provided for their recovery. It is suggested that staff continue to be supported 
in delivering these standards of care. The feedback from this report will be shared in 
a team meeting and will open up discussion around recovery orientated practice 
within the CMHT.
On the basis of these findings the following recommendations are made:
Firstly, although some service-users were offered access to a recovery group the
results indicated this is not consistent. Unfortunately, the results do not specify why
this was the case. Perhaps this is due to a recovery group only being operated at
given times or locations. Due to the high ‘importance’ score on this aspect it is
suggested a recovery group would be beneficial if accessible to all service-users. A
team meeting could be facilitated to address this and staff could be made aware of
recovery groups available to service-users. Many services are experiencing tight
financial provisions and although it may be difficult to facilitate a continuous group
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within the service, other local providers or charities may run groups which may meet 
this particular need of service-users. It is understood that care-co-ordinators are often 
responsible for high numbers of service-users’ care and may find it difficult to 
allocate large amounts of time to such a resource. Another option may be for staff to 
rotate the facilitating of a recovery group therefore not putting pressure on particular 
individuals to resource the group. Secondly, recovery packs could be placed in all 
the consultation rooms. This way staff will have easy access to provide the packs to 
service users and are more likely to ensure this is common practice.
Coombs & Meehan (2003) suggests that measuring outcomes allows clinicians to 
recognise progression or improvement within individuals, or lack of, which can act 
as a prompt for a review of treatment and support. Using personal goals to review 
outcomes, care co-ordinators could help ensure recovery orientated practice is 
reviewed and monitored within their own individual practice.
Finally, it is recommended that recovery orientated practice continuous to be 
monitored. However, practitioners should be made aware of the limitations of 
measuring recovery in this way when these standards will not be relevant to all 
service-users. Whilst this questionnaire could be used to guide practice, it should not 
be relied on so heavily that it neglects what is of importance to the individual 
service-user receiving CMHT services.
It is vital that recovery practice is seen part of the minimum (good practice) 
standards of care. Continuous monitoring and training will help the team ensure that 
recovery is at the forefront of the services they provide. This raises additional 
complexities, for services to be funded, good outcome must be demonstrated. 
However, service-user journeys cannot perhaps be monitored in the succinct and 
quantifiable way that symptom oriented measures can, which is perhaps more 
desirable for commissioners. Although this is a discussion beyond the scope of the 
current study this clearly has implications for how recovery may be measured, 
recorded and viewed within services and future service development.
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Appendix 1. Recovery Questionnaire and Instruction Sheet
RECOVERY QUESTIONNAIRE FOR CMHT SERVICE-USERS
Thank you for taking the time to complete our recovery questionnaire. On the following page 
there is a questionnaire about recovery. Recovery is about living hopefully, taking control 
over your problems and your life, and pursuing your dreams and ambitions. It involves 
building a new sense of self, meaning and purpose and growing within and beyond what has 
happened to you. Helping you towards recovery is an aim of the NHS Trust and we would 
like your opinion on how we are doing on this.
In each box is a statement about recovery and we would like you to score how much you 
agree with the statements and how important you feel these aspects of our service are 
important to your recovery. Here is a guide to help you with your scoring:
Section one
1 -  Disagree
2 -  Somewhat Disagree
3 -  Neutral
4 - Somewhat Agree
5 - Agree
Section two
1 -  Not important at all to my recovery
2 -  Not very important to my recovery
3 -  Neutral
4 - Somewhat important to my recovery
5 -  Very important to my recovery
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Questionnaires help us to improve our service and consider the views of our service-users. 
We would like to thank you for taking part in our survey and would like to reassure you that 
all results are completely anonymous.
Recovery statements Section one
Please circle your 
response
1 disagree
2 somewhat disagree
3 neutral
4 somewhat agree
5 agree
Section two
Please circle your 
response
1 not important at all
2 not very important
3 neutral
4 somewhat important
5 very important
We help you build and/or keep 
existing roles, relationships and 
connections your 
neighbourhoods and 
communities.
1 2  3 4 5 1 2  3 4 5
We involve significant others in 
your care planning if so desired 
(eg family and friends, peer 
support workers, advocates, 
other service providers).
1 2  3 4 5 1 2  3 4 5
We develop care plans and write 
notes in collaboration with you, 
focussing on your personal 
recovery plans and clearly stating 
plans for meeting your recovery 
goals
1 2  3 4 5 1 2  3 4 5
We provide examples of real 
success stories, life story books, 
DVDs, posters
We give you choices about your 
treatment and care. 1 2  3 4 5 1 2  3 4 5
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We are prepared to take risks and 
try new things -  and encourage 
you to do the same. We work 
with you to negotiate an agreed 
safety plan
1 2  3 4 5 1 2  3 4 5
We are knowledgeable about 
resources and opportunities in the 
local community. 1 2  3 4 5 1 2  3 4 5
We provide a variety of 
therapeutic interventions from 
which you can choose
(psychological therapies, 
complimentary therapies, 
medication...) and give you 
information to help you make 
your choice.
1 2  3 4 5 1 2  3 4 5
We encourage you to make your 
own choices and decisions and 
support them even if we do not 
agree with them. 1 2  3 4 5 1 2  3 4 5
We offered you a personal 
recovery pack and help you to 
develop your personal recovery 
plan.
1 2  3 4 5 1 2  3 4 5
We offer everyone in our service 
access to a Recovery or ‘Moving 
On’ group 1 2  3 4 5 1 2  3 4 5
We provide opportunities for you 
and your families/carers to learn 
about Recovery 1 2  3 4 5 1 2  3 4 5
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Appendix 2. Recovery codes for Tables 1 and 2.
Recovery statements Recovery Codes in Tables
We help you build and/or keep existing roles, relationships 
and connections your neighbourhoods and communities.
Community relationships
We involve significant others in your care planning if so 
desired (eg family and friends, peer support workers, 
advocates, other service providers). Involving carers
We develop care plans and write notes in collaboration with 
you, focussing on your personal recovery plans and clearly 
stating plans for meeting your recovery goals Collaborative care plans
We provide examples of real success stories, life story 
books, DVDs, posters
We give you choices about your treatment and care.
Information
We are prepared to take risks and try new things -  and 
encourage you to do the same. We work with you to 
negotiate an agreed safety plan Take risks
We are knowledgeable about resources and opportunities in 
the local community.
Staff knowledge
We provide a variety of therapeutic interventions from 
which you can choose
(psychological therapies, complimentary therapies, 
medication...) and give you information to help you make 
your choice.
Variety of therapy
We encourage you to make your own choices and decisions 
and support them even if we do not agree with them.
Choices and decisions
We offered you a personal recovery pack and help you to 
develop your personal recovery plan.
Recovery pack
We offer everyone in our service access to a Recovery or 
‘Moving On’ group
Recovery group
We provide opportunities for you and your families/carers 
to learn about Recovery Learning opportunities
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Abstract
Objectives. The concept of sexual self-efficacy has become increasingly cited in the 
literature due to its associations with risky sexual behaviour in adolescents and 
young adults. Attachment (characterised by feelings of anxiety or avoidance in 
relationships) is believed to be an important factor associated with the development 
of intimate relationships, including sexual relationships. Attachment is also thought 
to affect the degree to which relationships influence feelings of self-worth and a 
young person’s confidence in their ability to assert their sexual needs. The aim of the 
research was to examine whether general self-esteem and sexual self-esteem 
mediated an association between attachment style and sexual self-efficacy.
Design. This study used a cross-sectional survey.
Methods. One hundred and forty seven participants aged between 18-22 years 
completed an online survey. Participants completed measures of attachment, general 
self-esteem, sexual self-esteem and sexual self-efficacy. A small number of questions 
on sexual behaviour were also included.
Results. Higher attachment anxiety scores and avoidance scores were significantly 
associated with lower self-esteem (general and sexual) and lower sexual self- 
efficacy. Lower self-esteem scores (general and sexual) were significantly associated 
with lower sexual-self-efficacy. Examination of indirect effects using bootstrapping 
methods showed that self-esteem (both general and sexual) individually partially 
mediated the negative relationship between attachment (anxiety and avoidance) and 
sexual self-efficacy. When included in the analysis together, the total indirect effect 
was larger than for each of the mediators individually.
Conclusions. The findings demonstrated that attachment and self-esteem are 
important factors associated with sexual self-efficacy. The results highlight the need 
for a developmental perspective in order to provide effective prevention and 
intervention programmes aimed at increasing sexual self-efficacy in young adults.
104
Mekayla Zahra URN6111382
Contents
Page
Abstract................................................................................................................... 1.Q4
1. Introduction.......................................................................................................109
1.1 Adolescence and early adulthood 109
1.2 Risk-taking behaviours in adolescence and early adulthood 110
1.3 Risky behaviours and consequences 111
1.4 Risky sexual behaviour 112
1.5 Risky sexual behaviour and its impact on health and well-being 113
1.6 Public sexual health strategy 113
1.7 Attachment 114
1.8 Attachment and brain development 115
1.9 Attachment and children 115
1.10 Attachment and adolescence 116
1.11 Attachment and adulthood 118
1.12 Conceptual issues and measurement of attachment 120
1.13 Attachment and self-esteem 121
1.14 Attachment self-esteem and motivations for sex 124
1.15 Anxious attachment, self-esteem and patterns of sexual behaviour... 125
1.16 Avoidant attachment, self esteem and patterns of sexual behaviour.. 126
1.17 Gender, attachment and sexual behaviour 126
1.18 Attachment, sexual self-efficacy and sexual behaviour 127
1.19 Sexual self-efficacy, self-esteem and risky sexual behaviour 129
1.20 Critique of research on sexual self-efficacy and risky sexual
behaviour 132
1.21 Rationale for present study 133
1.22 Hypotheses 134
Method ............................................................................................ 135
2.1 Design 135
2.2 Participants 135
2.3 Measures 135
2.3.1 Demographic measure 135
2.3.2 Experiences in Close Relationships measure 136
2.3.3 Rosenberg Self-esteem Scale 136
2.3.4 Multidimensional Sexual Self Concept measure 136
2.3.5 Sexual Self-efficacy measure 137
2.3.6 Self-report risky sexual behaviour measure 137
2.4 Procedure 138
2.5 Ethical considerations 138
105
Mekayla Zahra URN6111382
2.6 Descriptive data.......................................................................................... 140
2.7 Mediation analysis...................................................................................... 140
2.8 Sexual behaviour variables......................................................................... 142
2.9 Gender 142
3. Results......................................................................................................................1.43
3.1 Descriptive results....................................................................................... 143
3.2 Pearson’s correlations................................................................................. 144
3.3 Individual mediation analysis....................................................................145
3.4 Multiple mediator analysis..........................................................................147
3.5 Sexual behaviour......................................................................................... 148
3.6 Gender 151
4. Discussion......................................................................................................... 15.5
4.1 Summary o f results............................................................................................. .15.5
4.2 The relationship between attachment anxiety and sexual self-efficacy; 
mediating effects o f general and sexual self-esteem ........................................ 1.56
4.3 The relationship between attachment avoidance and sexual self-efficacy; 
mediating effects o f general and sexual self-esteem,........................................ 157
4.4 Summary o f main findings in context o f developmental stage................. 1.59
4.5 Risky sexual behaviour......................................................................................15.9
4.6 Gender................................................................................................................... .162
4.7 Ethical considerations.................................  163.
4.8 Limitations.............................................................................................................1.64
4.9 Implications.......................................................................................................... 1.67
4.10 Future research.................................................................................................. .1.6.9
4.11 Conclusion 170
5. References......................................................................................................... 17.1
Figures and tables
Figure 1. Proposed relationships between attachment, self-esteem and sexual
self-efficacy........................................................................................................13.4
Figure 2. Individual mediation model............................................................... 146
Figure 3. Multiple mediation model...................................................................147
Table 1. Demographic frequencies................................................................. .143.
Table 2.Means and standard deviations...........................................................14.4
Table 3. Pearson’s correlations....................................................................... .14.5.
Table 4 .Single mediator analysis.................................................................... .14.6
Table 5. Multiple mediator analysis................................................................ .14.8.
Table 6.Means and standard deviations for sexual behaviour....................... .148
Table 7. Pearson’s correlation risky sexual behaviour.................................. .149
Table 8. Frequencies of sexual behaviours......................................................1.50
Table 9. Independent t-test for women and men ........................................... .1.51.
Table 10. Pearson’s correlation women only sample..................................... 1.53.
Table 11. Pearson’s correlation men only sample.......................................... 1.5.3.
106
Mekayla Zahra URN6111382
Table 12.Multiple mediator analysis women only sample............................. 154
Table 13.Multiple mediator analysis men only sample.................................. 154
Appendices
Appendix 1 Email to participants.....................................................................185
Appendix 2. Information for participants........................................................186
Appendix 3.Demographics questionnaire....................................................... 189
Appendix 4.ECR-R-GSF.............................
Appendix 5. Rosenberg RSES  ..................................................................192
Appendix 6. MSSC-Q........................................................................................19.3
Appendix 7. Sexual Self-efficacy questionnaire..............................................1.9.4
Appendix 8. Risky sexual behaviour questionnaire....................................... 1.9.6
Appendix 9. Debrief information.................................................................... .1.9.8.
Appendix 10. Ethical approval......................................................................... .1.9.9
Appendix 11 .Distribution histogram anxiety ECR-R-GSF........................... 2.0.0
Appendix 12. Distribution histogram avoidance ECR-R-GSF...................... 20.1
Appendix 13. Distribution histogram RSES....................................................2.0.2
Appendix 14. Distribution histogram MSSC-Q sexual anxiety.................... 2.0.3
Appendix 15. Distribution histogram Sexual self-efficacy............................ 2.0.4
Appendix 16. Distribution histogram sex partners 12 months...................... 20.5
Appendix 17. Distribution histogram sex partners lifetime........................... 20.6
Appendix 18. Distribution histogram age first intercourse............................ 2.0.7
Appendix.1.9,.Pearson's correlation table for all data.................................... 2.0.8
107
Mekayla Zahra URN6111382
Acknowledgements
I would like to thank my supervisors Dr Sarah Johnstone and Ms Linda Morison for 
their support and feedback and Ann Kimber for her endless hours of time and 
expertise. I would also like to thank my partner Salman Jaffi, my family and friends 
for their endless patience and understanding. Finally, I would like to acknowledge 
my gratitude to the participants for their time and who made the project a success.
108
Mekayla Zahra URN6111382
1. Introduction
The attachment bonds we form with our primary care-givers* during infancy are 
believed to be fundamental to psychological well-being across the lifespan. These 
bonds shape emotional development in childhood and form the cognitive scaffolding 
through which we view ourselves and others around us. Disruptions to attachment 
bonds are believed to contribute towards a vast number of mental health difficulties 
in children and adults.
The current study presents an exploratory piece of research, focussing on a 
developmental perspective to examine sexual self-efficacy within a population of 
young adults. It will investigate the associations between a number of variables 
which are thought to contribute to sexual self-efficacy. Sexual self efficacy is 
believed to be an important factor associated with risky sexual behaviour. The 
primary aim of the study was to identify whether general or sexual self-esteem 
mediated an association between attachment and sexual self-efficacy.
The research will begin by outlining the context of risk-taking behaviour during the 
period of late adolescence and young adulthood. This will be followed by a critique 
of the literature that links risky sexual behaviour to well-being and mental health. 
Finally, the literature on attachment will be reviewed to address the extent to which 
attachment is related to self-esteem and sexual self-efficacy. These concepts will be 
considered in the context of sexual behaviour.
1.1 Adolescence and early adulthood
Adolescence is a significant period of development in the life-span, characterised by 
a number of physical, emotional and cognitive changes in the individual. The World 
Health Organisation (WHO) separates adolescence into three phases early (10-13 
years), middle (14-16), and late (17-19). The established developmental stage 
theorists propose a number of changes across different aspects of development 
during adolescence.
*care-giver and parent are used interchangeably in the present research to describe a person who is a 
primary care-giver or acts as a parental figure to a child/adolescent/young adult.
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For example, Piaget (1977) observed the development of cognitive skills, with the 
establishment of formal operations. Erikson (1968) proposed that adolescence is 
associated with the formation of a sense of self and clear personal identity and Freud 
(1914/1955) focused on psychosexual aspects and the management of anxiety 
surrounding the development of libido (relating back to sexual feelings for care­
givers in the phallic stage). What all these theorists observed is that during late 
adolescence and early adulthood, frameworks for thinking and self-perception begin 
to form a more stable and predictable way of thinking and reasoning. It could be 
argued that in order to establish these frameworks, adolescents need to have explored 
a range of behaviours in order to assess their own and other people’s perceptions of 
them. This allows them to clarify their own self-identity through observing how 
others respond, and testing out how other people experience them. This process often 
involves trying out behaviours which will not be part of adult repertoire and may be 
viewed as risky.
1.2 Risk-taking behaviours in late adolescence and early adulthood
The following sections will present a summary of risk-taking behaviours in relation 
to late adolescence and early adulthood. This will lead to a general discussion about 
health risk behaviours and in particular sexual behaviours which would place an 
adolescent or young adult at risk of negative health outcomes
Morgan (2000) defines risk as ‘the likelihood o f an event happening with potentially 
harmful or beneficial outcomes fo r  self and others’ (pg 1). Any behaviour or action 
could potentially cause harm to an individual in the present moment or may set a 
pattern of behaviour that could be detrimental in the long term. Conversely, carrying 
out a particular behaviour that conventionally would be viewed as risky, may give an 
individual the experience of an aversive outcome which would prevent the 
development of a continuous pattern of risky behaviour. Experience of an aversive 
outcome may enable a process of insight, precipitating an individual to assess risk 
and reflect on the resulting emotional, physical and social responses. Therefore 
taking risks can also be a developmentally functional process which is fundamental 
to learning.
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Risk-taking behaviour in adolescence has been theorised as a normative process in 
terms of accomplishing developmental tasks, age-typical goals of peer group 
identity, and adult status (Steinberg & Morris 2001). Across the lifespan the greatest 
prevalence of risk-taking occurs in middle adolescence, decreasing in late 
adolescence when individuals are believed to be able make assessments of their own 
risk-taking behaviour and consider longer-term consequences (ReCAPP, 2003; 
Steinberg & Cauffman, 1996; Gardener & Steinberg, 2005). Psychosocial differences 
and peer conformity have been put forward as explanations for these patterns of 
behaviours (Cauffman and Steinberg, 2000; Steinberg & Silverberg, 1986).
Many of the assumptions regarding adolescent risk-taking have been based upon the 
extensive number of studies in this area. However, many studies are based on 
research which has taken place in laboratory settings and may not fully capture the 
wider social and environmental factors of real life settings. While evidence strongly 
suggests that mid-adolescence is associated with the highest rates of risk-taking 
behaviour, longitudinal research conducted by Moffit (1993) exploring conduct 
problems and delinquent behaviours indicated that for some, risk-taking will start 
earlier in childhood and continue beyond the adolescent stage. Further longitudinal 
research beyond the adolescent stage would help clarify the trajectories of risk-taking 
behaviours, which for some continue into adulthood.
1.3 Risky behaviour and consequences
Higher rates of substance abuse/misuse, sexual risk-taking and acts of delinquency
are observed during adolescence (Connell et al. 2009; Moffit, 1993). Risky
behaviours are also highly correlated, the patterning of these behaviours across
multiple domains during adolescence, has led some to suggest that these represent a
syndrome of problem behaviours (lessor & lessor, 1977). While risk-taking can be
viewed as a common feature of adolescence, the consequences of some behaviours
result in significant societal and individual cost. For example, the main causes of
morbidity and mortality among young people include suicide, road accidents, drug
use (including tobacco use) and sexual and reproductive ill health (WHO, 1998). In
the UK there is a growing concern that the death rate of 15-19 year olds is now
higher than that in the under 5’s (Viner & Booy, 2005). Furthermore, young people
who engage in two or more health risk behaviours such as risky sexual behaviour,
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smoking, alcohol and drug use are more likely to suffer negative psychological 
effects such as depressive symptoms (Clark et a l 2007).
Adolescence is a key developmental stage in which patterns of risk-taking could 
become established and may continue into adulthood. According to the World Health 
Organisation (1998) patterns of risky behaviours (tobacco use, dangerous driving, 
and unsafe sex) which develop in adolescence, contribute to approximately 70% of 
premature deaths among adults.
The present research is concerned with examining a number of psychological factors 
which may underpin the continuation of risk-taking behaviour beyond the expected 
stage of adolescent development. Given the evidence and importance of sexual 
health and ill health, this research is set in the context of risky sexual behaviour. The 
research is particularly interested in psychological factors which would be relevant in 
the context of both prevention and intervention.
1.4 Risky sexual behaviour
The most commonly applied definition of risky sexual behaviour is a sexual activity 
that increases risk o f unwanted pregnancies, contracting HIV or other sexually 
transmitted infection (STI) (Taylor-Seehafer & Rew, 2000). A number of specific 
factors have been identified with an increased likelihood of negative health 
outcomes. These are; higher number of sexual partners (Greenberg et al. 1992), age 
at first intercourse (Coker, 2009) and condom use (Center for Disease Control).
In the UK health organisations are highlighting the rising rates of STI diagnosed in 
populations of adolescents and young adults. Chlamydia has more than doubled 
between 1998 and 2007 from 447 to 1,102 per 100,000 and the most recent statistics 
show that in 2011 427,000 new STI diagnoses were made in the UK (The Health 
Protection Agency, HP A). The peak age for women to contract an STI was between 
age 19 and 20 years and for men between 20 and 23 years. In UK Genitourinary 
Medical (GUM) services young people accounted for half of all STI infections 
diagnosed, while forming only 12% of the population. The HP A stated that the most 
recent statistics are a matter of concern and data shows that too many young people 
are placing themselves at risk of STIs and other serious health problems by having 
unsafe sex (HPA, 2012).
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1.5 Risky sexual behaviour and its impact on health and well-being
The physical effects of STIs range from mild skin irritations to infertility and in the 
most extreme cases can cause death. The numerous physical symptoms associated 
with STIs are generally well understood. In the UK specialist sexual health teams are 
integrated into the National Health Service (NHS). However, it is becoming 
increasingly apparent there are additional psychological consequences to receiving a 
diagnosis, even for easily treatable STIs. The psychological impact of receiving a 
diagnosis is often overlooked or unrecognised in sexual health services (Osborn et a l 
2002). In one study which examined women’s experiences of contracting Chlamydia 
and receiving a diagnosis, a number of negative psychological outcomes were 
identified, including worry about future reproductive health, and anxiety associated 
with notifying partners (Duncan et a l 2001). In more serious conditions such as 
HIV, vast quantities of research consistently report difficulties associated with 
stigma, depression and anxiety disorders, low self-esteem and substance abuse 
(Pence et a l 2006; Stutterheim et a l 2011; Owe-Larsson et al 2009).
Unwanted and teenage pregnancies are also associated with a number of negative 
outcomes. The UK has the highest teen pregnancy rates in Europe. Those children 
bom to teenage mothers are more likely to die in infancy, have poor health and do 
worse than their peers at school (DfES, 2006). A recent large scale systematic review 
by the Academy of Medical Royal Colleges (2011) found unwanted pregnancies 
were associated with an increased risk of mental health problems in the mothers. The 
increased risk of mental health problems was found to be the same whether the 
pregnancy was aborted, or carried through to term. Other research has identified a 
number of later life negative outcomes for the child of an unwanted pregnancy. 
These include a greater chance of being diagnosed with a psychiatric disorder in 
adulthood (Kubicka et a l 2003).
1.6 Public sexual health strategy
Over the past decade there has been an increase in public health campaigns aimed at 
promoting awareness about the consequences of risky sexual behaviour. They have 
mainly been targeted at adolescent and young adult populations given the high 
prevalence in these groups. Educational campaigns may well draw attention to the
113
Mekayla Zahra URN6111382
availability of the range of sexual health services and the potential dangers of 
unprotected sex. However, public health strategy does not necessarily address all the 
factors which may give rise to the risky sexual behaviours in the first place. 
Exploring the psychological factors which may underpin patterns of risky sexual 
behaviour would enable a more comprehensive understanding of who might be most 
at risk of contracting an STI or unwanted pregnancies. This research could help 
inform public policy, prevention and treatment programmes. For example, a clinical 
psychologist working in a sexual health clinic could contribute relevant 
developmental factors, develop screening tools and consult with colleagues to 
provide more comprehensive and effective treatment options for individuals. To 
understand how to provide the most effective services, research must identify what 
factors underpin a young person’s confidence in their ability to manage their sexual 
needs and sexual well-being. Research strongly suggests that the quality of the 
attachment bond between a child and a care-giver is associated with levels of self­
esteem in young adults. Attachment and self-esteem are believed to contribute to the 
development of positive sexual self-efficacy. Sexual self-efficacy is thought to be a 
key factor in an individual’s ability to negotiate safe sexual relationships.
1.7 Attachment
The following section will discuss how the attachments formed between a child and a 
care-giver lays the foundations for all later relationships, including sexual 
relationships. A baby’s experience of intimacy begins with the experience of care 
including that of bodily needs (feeding, cleaning, comforting) given by the care­
giver. During development while emotional intimacy is maintained, the child learns 
to become more independent in their self care.
Attachment bonds formed in infancy are believed to be one of the most influential 
factors related to positive psychological development in later life. Bowlby (1969) 
proposed an evolutionary perspective suggesting the maintenance of secure 
attachments increased survival within kinship groups. He described the attachment 
system as a genetic predisposition for infants and care-givers to create strong 
affectional bonds, through a set of behavioural interactions. In times of threat or 
distress the infant uses attachment behaviours to bring the care-giver into close
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proximity, promoting a feeling of security, when no perceived threat is observed the 
infant’s attachment system is deactivated.
1.8 Attachment and brain development
Attachment systems are believed to contribute towards brain development, which is 
at its most rapid growth and optimal plasticity during the first three years of life 
(Balbemie, 2001). The brain is creating neural circuits and experience will determine 
which circuits will be reinforced and retained. The infant’s attachment relationship to 
a care-giver/parent is internalised and moderated by the development of a cognitive- 
affective model, through which the child interprets new situations (Bretherton, 1991). 
Bowlby (1979) described 6internal-working models’ which shape the child’s mental 
schema developing an expectation for future relationships (Crittenden et ah 1991). 
Internal-working models are thought to serve as a template for all relationships 
across the lifespan (Waters et ah 2000).
If the care-giver is sensitive and responsive to the needs of the infant during the early 
attachment phase, this will promote a secure attachment. The child develops an 
internal-working model of being acceptable and worthy of care. The cognitive- 
affective model is successfully formed, allowing the child to learn more mature 
forms of emotional expression and control (Greenberg et a l 1997). When a care­
giver does not meet the attachment needs of the infant, either through 
unresponsiveness or inconsistency, the infant learns to associate distress with 
aversive outcomes. The child then begins to employ coping strategies, which inhibits 
the development of a functioning cognitive-affective model (Campbell, 1990).
1.9 Attachment and children
Ainsworth and colleagues (Ainsworth et al. 1978) found specific attachment patterns 
could be defined depending on how a child experienced their primary care-giver. 
They realised that if a child experienced a care-giver as responsive and nurturing, 
meeting both the physical and emotional needs, they would feel at ease to explore 
their environment, whilst using the care-giver as a secure base {secure attachment).
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Where the child experienced the care-giver as emotionally distant or unavailable, the 
infant avoided closeness, denying the importance of attachment (insecure-avoidanf). 
Those children who experienced the care-giver as inconsistent were more likely to 
employ hyper-activating strategies of clinging to the care-giver, becoming overly 
anxious about separation and had difficulties with impulse control {insecure- 
ambivalent).
Main and Solomon (1990) further defined a fourth pattern of attachment in children. 
Behaviourally, these children presented with a contradictory strategies which were 
both high in anxiety and high in avoidance and were associated with experiences of a 
primary care-giver who is both frightening and frightened (insecure-disorganised). 
This type of attachment pattern is most associated with children who experience 
abuse, neglect, violence and family chaos.
1.10 Attachment and adolescence
During adolescence gains in reasoning and increased emotional understanding enable 
a greater acquisition of an autonomous perspective. Security derived from reliable 
attachment and emotional intimacy earlier in childhood allows an adolescent/young 
adult to negotiate their own point of view without fear of rejection. It is in this 
process of self assertion and parental response that an emerging sense of self-worth 
and self-efficacy begins.
The adolescent stage is considered a critical period during which developmental 
changes enable attachment related information to become integrated, yielding more 
complex representations of relationships (Crittenden, 1992). In childhood, 
attachment is described in terms of the care-giver-child relationship. During 
adolescence characteristics of this primary relationship form a template for 
relationships with peers and romantic partners as attachment figures. Although 
adolescents will strive for independence, evidence shows they continue to seek a 
high degree of support from parent figures, and parents remain a secure base from 
which the adolescent can explore new and novel social situations (Cooper et al. 
1998; Furman & Buhrmester, 1992).
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As adolescents seek greater independence from parents, they begin to develop a more 
mature sense of identity (Grotevant & Cooper, 1985; Hauser et al. 1984). Peers 
become the key focus for developing and exploring new relationships and as a result, 
time spent with parents decreases (Paikoff & Brooks-Gunn, 1991). By mid­
adolescence interactions with peers provide important sources of intimacy, feedback 
about social behaviour and attachment relationships (Markiewicz et al. 2006). The 
attachment relationship and experience of emotional intimacy with the parent 
remains an important foundation from which intimacy with others develops. The 
primary attachment experience sets up expectations about the nature of intimacy 
generally, and in relation to self specifically (Elicker et al. 1992).
In early childhood playmates do not serve as attachment figures and attachment 
bonds are maintained in the parent-child relationship (Ainsworth, 1989). By mid­
adolescence youngsters may well have extended their range of attachment figures to 
include peers. This process appears to be influenced by the security of attachment to 
parents. For example, Freeman and Brown (2001) conducted a study exploring the 
relationship between attachment style and choice of attachment figure in a sample of 
16 to 18 year olds. Choice of attachment figure was dependent upon security of 
attachment. Those adolescents who were more secure nominated their mother as 
their chosen attachment figure and those who were less secure were more likely to 
nominate their peers. It was conjectured that this may be because insecure attachment 
in the parent-adolescent relationship might lead them to seek security elsewhere. 
Dekovic and Meeus (1997) found that in a sample of 12 to 18 year olds, poorer 
perceived parental care was associated with an increase in time spent with peers 
compared to adolescents who perceived positive parental relationships. It should be 
noted however, that spending increased time with peers does not necessarily imply 
that the peer relationships are positive ones, or that those peers are part of positive 
attachment relationships.
Insecure primary attachments may impair the formation of positive peer relationships 
or lead to experiences of further rejection from peers and, as a result, decreased self­
esteem. Laible et a l (2004) found both parental and peer attachments were 
associated with adolescent self-esteem. Evidence indicates higher levels of self­
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esteem and peer competence for securely attached adolescents (Black & McCartney, 
1997; Paterson et al. 1995).
By late adolescence hormonal changes and biological developments in the sexual 
system are thought to encourage the transition of attachment templates from parental 
figures to peers and romantic partners. These changes facilitate the capacity for more 
adult-like attachment relationships and by late adolescence peers or romantic 
partners clearly serve as attachment figures (Furman, 1999). It could be argued that 
childhood experiences of emotional and physical intimacy would influence how 
adolescent and adult sexual relationships are anticipated and managed.
1.11 Attachment and adulthood
It is beyond the scope of this study to provide a comprehensive review of the 
theoretical conceptualisations of attachment in adulthood. An overview has been 
provided to inform the reader of its relevance to the present study of young adults. 
The terms used to describe attachment styles often vary across research studies and 
between child and adult research. For clear reference the following terms will be 
used when discussing categorical attachment conceptualisions in adulthood; Anxious 
attachment (in children referred to as insecure-ambivalent), avoidant attachment (in 
children referred to as insecure-avoidant), fearful attachment (in children referred to 
as insecure-disorganised), and secure attachment.
As previously discussed, attachments formed in childhood are the underlying 
mechanisms of emotion regulation and the cognitive affect model, serving as a 
template for seeking and responding to proximity in relationships in adolescence and 
adulthood. While romantic attachment relationships are different in many ways from 
the parent-child relationship, individual differences in the experiences of attachment 
in romantic relationships have their foundations in those attachment representations 
from early childhood (Crowell et al. 1999).
Kazan and Shaver (1987) attempted to conceptualise romantic relationships as an 
attachment process reflecting that of the infant-care-giver. They argued that a 
romantic relationship involves the interaction of different behavioural systems
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including; attachment, caregiving and sexual. In times of distress, the partner 
represents a secure base. They described the patterns of attachment in romantic 
relationships as similar to those described by Ainsworth et al. (1978). Kazan and 
Shaver (1987) believed attachment experiences could be classified into attachment 
categories by means of self-reporting. They designed a series of descriptions about 
relationships and asked respondents to think back across their relationships and 
choose the statement that most resonated with them. The statements reflected a 
number of beliefs about relationships; these were designed to reflect internal- 
working models of romantic relationships. They indicated whether the individual 
views himself or herself as good and worthy of love and others as responsive to 
meeting their needs.
Bartholomew and Horowitz (1991) proposed dimensions of attachment which reflect 
Bowlby’s (1979) internal-working models. They argued attachment anxiety and 
avoidance could be conceptualised as ‘model of self and ‘model of others’. 
Attachment guided internal-working models could either be positive or negative. 
Low levels of anxiety and low avoidance would reflect a secure attachment style 
(internal-working model of the self as positive and others as positive). An anxious 
attachment would be reflective of high levels of anxiety and low avoidance (internal- 
working model of the self as negative and others as positive). An avoidant 
attachment style would be reflected by low anxiety and high avoidance (positive 
view of self and negative view of others). Finally those with a fearful attachment 
style would display both high anxiety and high avoidance (working model of self as 
negative and others as negative) (Bartholomew & Horowitz, 1991).
In more recent years a number of researchers have proposed new ways of measuring 
and conceptualising attachment in adulthood. These more contemporary theorists 
reject the idea of fixed categories of attachment, adopting a perspective of attachment 
‘styles’ or ‘patterns’. In their work on the measurement of adult attachment, Brennan 
et al. (1998) noted a now widely held view that there are two major dimensions 
underlying all self report measures. These dimensions are attachment anxiety and 
attachment avoidance. Attachment anxiety refers to an individual’s perception of 
themselves as loveable or un-loveable and the degree to which they worry about
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being rejected by others. Attachment avoidance refers to an individual’s perception 
of others as responsive or unresponsive and the degree to which they feel 
comfortable with intimacy and reliance on others (Collins & Feeney, 2000).
1.12 Conceptual issues and measurement of attachment
There is ongoing debate in the literature regarding the measurement of attachment 
(Bartholomew & Shaver, 1998). The expanse of research on attachment processes 
illustrates the variety of measures available. Of particular note is the difference 
between measures such as the Adult Attachment Interview (AAI) (Main et ah 1985), 
which explores an individual’s current narrative of retrospective parent-child 
attachment patterns, and self-report measures of current attachment relationships. 
The current empirical evidence base highlights discrepancies as to whether the 
dimensions of attachment anxiety and avoidance can be captured by self-report 
measures (Waters et ah 2002; Shaver et ah 2000). Some authors argue that self- 
report measures only capture conscious appraisals of feelings and behaviour which 
can be inaccurate reflections of underlying dynamics of the attachment system 
(Jacobvitz et ah 2002). Main et ah (1985) highlight the importance of assessing how 
people respond (i.e. discourse style) as well as the content of their answers. However 
others disagree and provide contradictory evidence that self-report scales are as 
reliable as the AAI (Shaver & Mukulicner, 2004). Given the findings of Brennan et 
ah (1998), that self-reports do provide meaningful measures of attachment and given 
that optimal administration of the AAI requires specialist training and experience 
with the loss of anonymity for participants, a pragmatic decision was made to use a 
version of the ‘Experiences in Close Relationships Questionnaire’. This is a self- 
report measure cited numerous times in the evidence base for its excellent 
psychometric properties and has recently been adapted for use for adolescents and 
young adults (Wilkinson, 2011).
By late adolescence and early adulthood attachment figures may well be represented 
by peers and/or romantic partners. However, the stage at which attachment figures 
widen beyond the parent may vary in relation to individual differences in attachment 
style. It is a particular challenge to measure attachment in late adolescence because
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of the possibility that some individuals may still hold parents in mind as the primary 
attachment figure when self-reporting, whereas others will be reflecting on their 
attachment relationships with peers/romantic partners. The measure of attachment 
used in this study was chosen on the assumption that in a sample of 18 -  22 year 
olds, the majority would be able to reliably self-report on a measure of attachment 
which focuses on general relationships, rather than a parental figure.
1.13 Attachment and self-esteem
Attachment bonds are fundamental to the development of internal-working models of 
self and others. These internal-working models underpin motivations to seek or avoid 
intimacy in relationships with peers and romantic partners in late adolescence and 
young adulthood. The following section will explore how underlying attachment 
templates would affect the degree to which feelings of self-worth are sought through 
social or intimate relationships.
Self-esteem can be defined as the extent to which an individual possesses generalised 
feelings of their own self-worth or goodness (Rosenberg et al. 1995). Interpersonal 
interactions and relationships contribute to the development of what is often termed 
global or general self-esteem. Relationships provide a basis for ongoing self 
assessments and self comparison in relation to a set of (usually) socially established 
standards (Goodson et al. 2006).
In general, secure attachment as reflected by low attachment anxiety and low 
avoidance experienced in relationships, is consistently associated with higher self­
esteem (Brennan & Morris, 1997; Bylsma et al. 1997). Higher attachment-related 
anxiety has been associated with the lowest levels of self-esteem. (Feeney & Noller, 
1990; Collins & Read, 1990). However, studies often report similar levels of self­
esteem in secure and avoidant attachment styles (Collins & Read, 1990). While the 
evidence indicates an association between attachment and self-esteem, many of the 
studies used samples of psychology undergraduate students as participants. Using 
undergraduates provides access to significant numbers of participants, however 
demand characteristics cannot be ruled out. Psychology students in particular may 
have a greater awareness of psychological theory and models being explored in the
research and this could have potentially biased their responses. In addition, samples
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taken from this population would be of a certain educational attainment level and 
may not be representative beyond this group. Without testing in other populations the 
results can only be interpreted within these limits.
Individuals may use attachment relationships in different ways and to different 
degrees in order to gain feelings of self-worth and to maintain their self-esteem. For 
some, self-esteem may be heavily dependent on feedback from their relationships; 
others may derive their self-esteem from other sources, e.g. academic achievement. 
Tafarodi and Swann (2001) argue that there are two main contributors to self-esteem; 
social acceptance and successful action. Social acceptance refers to positive regard 
and approval from others, whereas successful action refers to personal knowledge of 
one’s own capacities or competence. Tafarodi and Swann (2001) propose that self­
esteem could be predominantly internalised as the experience of having satisfying 
relationships, which becomes positive self-regard. Alternatively self-esteem could be 
internalised mainly on the basis of a sense of mastery and self competence, based 
upon successful action.
Brennan and colleagues (Brennan & Morris, 1997; Brennan & Bosson, 1998) offer 
insight into the dimensions of attachment and maintenance of self-esteem. They 
argue that the internal-working models of self and others would influence whether 
social acceptance or successful action was the primary reinforcer of self-esteem. 
Brennan and Morris (1997) found differences in those internal-working models of 
‘self, which they suggest reflects differences in the mechanisms by which self­
esteem is maintained. Securely attached individuals, who hold a positive view of self 
and of others, would maintain self-esteem through both positive regard from others 
and ‘self liking’. In contrast, those with avoidant attachment styles hold a positive 
view of self but a negative view of others, deriving self-esteem from a sense of 
personal mastery and competence, rather than from their experience of positive 
regard from others. However, due to the correlational design of this study, it is not 
possible to determine a causal direction of these associations. Whilst the findings 
provide support for Brennan and Morris’ (1997) argument that attachment-related 
working models play a causal role in self-esteem maintenance, it is also probable that 
the perceptions of feedback from others both reflect and perpetuate internal-working 
models of self and others.
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Brennan and Bosson (1998) examined attachment and reliance on partner feedback 
to maintain self-esteem. They found that those with negative models of others were 
relatively averse to partner feedback and those with negative models of self were 
distressed by feedback. They also argued that partner feedback serves as a 
mechanism for maintaining self-esteem for some, while for others feedback is 
irrelevant. For example, those with avoidant attachment styles appeared relatively 
less affected by partner feedback than those with an anxious attachment style who 
were more distressed by negative feedback. Sources of self-esteem either social or 
performance related, mediated the association between attachment insecurity and 
general self-esteem.
In the absence of satisfying relationships, those with an avoidant attachment style 
seek to achieve self-esteem through other means. A more anxious attachment style is 
associated with a reliance on satisfying relationships to maintain self-esteem. This 
suggests that unsatisfying relationships would be more damaging to self-esteem in 
those with an anxious attachment style.
There are some discrepancies noted in the current evidence base relating to the 
theoretical conceptualisation of attachment-related internal-working models and self­
esteem. Pietromonaco and Barrett (2000) provide a critical overview of the available 
research on attachment related internal-working models. Across both self-report and 
interview studies, findings consistently indicated internal-working models of the self 
differed according to attachment style and in theoretically predicted ways. Those 
with an avoidant attachment style were found to have a positive model of self and 
those with an anxious attachment style to have a negative model of self. In contrast, 
their findings on the attachment internal-working model of others were inconsistent. 
Results in the literature varied according to whether the judgement of ‘others’ was 
assessed as general views of others or the view of specific other; for example, 
whether the person was asked how they feel about other people in general or a 
current partner/friend/family member.
Many of the studies cited in the current empirical evidence base use self-report
measures of self-esteem. Self-report measures have been criticised for failing to
capture views of self which individuals are not aware of or fail to express a view of
self because of defensive processes, resulting in inflation of self-evaluation (Famham
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& Greenwald, 1999; Paulhus 2002). Any measures attempting to assess accurate and 
reliable constructs of the self will always be vulnerable to these difficulties. One way 
of clarifying any defensive processes or more unconscious constructs of the self, 
would be to conduct research using a battery of measures which included multiple 
perspectives from others.
1.14 Attachment, self-esteem and motivations for sex
A sense of physical acceptability and worthiness of care and nurturing come from 
childhood experience of emotional and physical intimacy. This, in turn, influences 
confidence to assert one’s self and meet physical needs including seeking or avoiding 
physical or sexual closeness with peers and romantic partners in sexually intimate 
relationships.
There are a number of recent studies which argue that sexual behaviours themselves 
serve as a means to satisfy attachment needs for proximity, approval and intimacy 
(Davis et a l 2004; Fraley & Shaver, 2000). Shaver et al (1988) describe the 
attachment system as pivotal to the establishment of romantic bonds between 
partners, laying the foundation for care-giving and sexual mating. Mikulincer and 
Shaver (2003) argue that those with a more insecure attachment style seeking 
attachment related gratification would engage in more satisfying and higher 
frequencies of sexual activity in order to feel increased levels of intimacy which may 
inhibit the attachment system. Greater perceived intimacy would allow relationship 
satisfaction levels similar to individuals with a secure attachment style.
Evidence highlights that sources of self-esteem differ according to attachment and 
can be predominantly maintained through social feedback, or through a sense of 
competency and mastery over one’s environment. Those individuals with a more 
anxious attachment style rely more on social feedback for self-esteem. Evidence 
shows higher attachment anxiety is associated with motivations for sex such as 
achieving emotional closeness, self-esteem enhancement and protection from a 
partner’s negative affect (Davis et al. 2004). Similar research among adolescent 
groups found an anxious attachment style was associated with similar motivations for
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sex such as pleasing sexual partners, feeling accepted and avoiding abandonment 
(Tracy et al. 2003).
It would be expected those with a more avoidant attachment style would rely less on 
social feedback, maintaining self-esteem predominantly through a sense of mastery 
of environment and feelings of competency. An avoidant attachment style has been 
shown to negatively correlate with emotional closeness and reassurance as 
motivations for sex, and positively relate to manipulative use of sex (Davis et al. 
2004). Adolescents with a more avoidant attachment style report motivations for sex 
as self defining or self-enhancing reasons, such as losing their virginity or impressing 
peers (Tracy et al. 2003).
While these studies illustrate how motivations for sex differ according to attachment 
style the research has a number of limitations. David et al. (2004) stated the inclusion 
criteria for this study were that participants were over age 15 years and had been 
involved in a sexual relationship. To measure attachment The Experiences in Close 
Relationships Questionnaire (Brennan et al. 1998) was used and asks respondents to 
think about romantic relationships when self-reporting. Given that the sample 
included participants as young as 15 years old, it is possible some individuals may 
not experience their romantic partners as attachment figures despite engaging in 
sexual activities. Tracy et al. (2003) conducted face to face interviews with 
participants. Adolescents may be particularly prone to social desirability bias when 
reporting on motivations for sex. They also used a categorical measure of Hazan and 
Shaver's (1987) attachment questionnaire which has since been revised both 
theoretically and psychometrically.
1.15 Anxious attachment style, self-esteem and patterns of sexual behaviour
Those with a more anxious attachment style will have greater needs associated with 
higher levels of intimacy seeking and a need for approval and acceptance, relying on 
social mechanisms to maintain self-esteem. These individuals are less accepting of 
casual sex outside a committed relationship (Simpson & Gangestad, 1991). However, 
a greater need for proximity and positive social feedback to maintain self-esteem 
levels could lead to increased levels of casual sex when there is no romantic 
relationship to satisfy these needs. Those with an anxious attachment style report
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higher numbers of sexual partners, more voluntary but unwanted sex, experiences of 
sexual coercion, unwanted pregnancy and intercourse at a young age (Davis et a l 
2001; Feeney et a l 1999; Gentzler & Kerns, 2004; Impett & Peplau, 2002; Simpson 
& Gangestad, 1991). Engaging in these types of sexual behaviours places an 
individual at greater risk of negative psychological consequences.
1.16 Avoidant attachment style, self-esteem and patterns of sexual behaviour
In contrast, those who display a more avoidant attachment style have a greater need 
to avoid intimacy and maintain self-esteem through competency based sources. It is 
reasonable to speculate that without a high need for intimacy or social feedback, 
these individuals are less likely to seek romantic relationships or to engage in sexual 
behaviour. Cooper et a l  (1998) conducted face to face interviews and self-report 
measures to examine attachment and sexual behaviour in a sample of over 2000 
adolescents aged between 13-19 years. Findings showed those who had never 
engaged in sexual intercourse were more likely to have an avoidant rather than an 
anxious or secure attachment style (Cooper et a l 1998). However, research 
conducted in adolescent populations examining sexual behaviours may be 
susceptible to self-reports which are influenced by peer acceptability and social 
desirability.
Abstaining from sexual activity is one strategy that a young adult might utilise to 
avoid intimacy. However, engaging in more casual sexual activity but avoiding 
romantic relationships, may also serve to meet sexual needs of the individual while 
evading feelings of discomfort with closeness. The evidence supports this argument 
with higher self-reported levels of casual sex, sex with a stranger, and more reports 
of one night stands associated with an avoidant attachment style (Feeney et a l 1993; 
Cooper et a l 1998).
1.17 Gender, attachment and sexual behaviour
There are likely to be many individual, social and environmental factors which 
contribute to the development of patterns of sexual behaviour. It is of particular 
importance to acknowledge the role of gender, which remains a dominant theme in 
the literature, particularly in relation to attachment and sexual behaviour.
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In a study of 792 young adults, both men and women scoring higher on an anxious 
attachment index perceived themselves as less physically attractive, had an earlier 
first experience of intercourse (and more lifetime partners), more infidelity, and took 
more sexual precautions (e.g., condom usage). However the authors noted that results 
were generally stronger in women with most of the correlations being influenced by 
the results from female participants (Bogaert & Sadava, 2002). Similarly, Gentzler 
and Kerns (2004) compared men and women on various measures of attachment and 
sexual behaviour. They reported that although men and women reporting high 
avoidance also reported less restricted sexual beliefs, it was in women that high 
anxiety was linked to unwanted but consensual sex (Gentzler & Kerns, 2004).
In a study of 125 college age women, the researcher examined those who admitted to 
having unwanted sex with a dating partner and reported willingness to engage in 
unwanted but consensual sex through the use of a hypothetical scenario vignettes. In 
their current relationship, attachment anxiety was related to willingness to consent to 
unwanted sexual behaviours. Women reported they had consensual but unwanted sex 
because of fears that their partner might otherwise lose interest in them (Impett & 
Peplau, 2002). These findings suggest females with an anxious attachment style are 
associated with engaging in consensual unwanted sex. It could be argued that these 
individuals might be preoccupied by a high need for intimacy and motivated to avoid 
negative partner feedback in sexual relationships.
1.18 Attachment, sexual self-efficacy and sexual behaviour
An important predictor of change across a wide range of health behaviours is the
concept of self-efficacy (Brink et al 2012; Strecher et a l 1986). Self-efficacy is a
term derived from social cognitive theory and it can be defined as a person’s belief in
their confidence or ability to carry out a certain task or skill. Self-efficacy is thought
to influence how much effort an individual will invest in any given task. It mediates
the link between having the knowledge and skills to cany out a behaviour and the
actual behaviour itself (Bandura, 1986). Bandura (1997) argues that in order for
individuals to manage their sexuality, they must have a set of internal standards or
principles to guide their behaviours, as well as knowledge of sex and sexuality. For
example, self-efficacy for condom use has been shown to predict actual condom use
(Hale & Trumbetta, 1996; Rew et al 2005). Contraceptive self-efficacy has been found
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to be linked to actual contraceptive use at last time of sexual intercourse (Sieving et 
a l 2007).
The quality of emotional and physical intimacy experienced through the attachment 
relationship in early childhood underpins the development of a sense of self-worth. It 
could be argued this is also the basis for which young people develop the ability to 
assert sexual needs and manage sexual relationships. A secure attachment 
relationship in childhood would allow an adolescent to practice asserting their own 
needs, encouraging an autonomous perspective without fear of rejection. In young 
adulthood this would be observed as the ability to assert sexual needs and refuse 
unwanted sex to protect one’s self against physical or psychological harm.
Currently there is very limited available research in the area of sexual health 
exploring attachment style and self-efficacy. In other domains evidence indicates that 
a more secure attachment style is indicative of higher reports of social self-efficacy 
and career self-efficacy (Wright & Perrone, 2010). In one study exploring pain self- 
efficacy and disability, an anxious attachment style was associated with low pain 
self-efficacy, and avoidant attachment was linked with high pain self-efficacy 
(Meredith et a l 2006). Although there are studies examining the relationship 
between self-efficacy and a range of different behaviours, it is difficult to make any 
assumptions about the generalisation of results.
One study which focused on sexual behaviour did include a measure of attachment 
and some measures of self-efficacy related to risky sexual behaviour. Feeney et a l 
(1993) investigated attachment style in relation to self-efficacy, locus of control and 
attitudes to condoms, along with other relationship variables in a sample of 
adolescents. Eight weeks following the self assessments, participants recorded sexual 
behaviours occurring over the intervening period and reported on perceived riskiness 
of those behaviours. They found associations between anxiety over relationships and 
unsafe sexual practice. The use of drugs before sex and a more cautious attitude to 
sexual risk-taking were related to discomfort with closeness, indicative of an 
avoidant attachment style. Interestingly, although attachment related anxiety was 
associated with a tendency to engage in more unsafe sexual practices, it was also
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linked with perceptions of lower risk associated with such sexual practices and less 
willingness to change them. The authors suggest those who are highly anxious about 
their relationship may be quite resistant to messages about the importance of safer 
sex practice.
It is reasonable to suggest that pre-occupation and concern over potential negative 
feedback reduces cognitive attention to risk and willingness to change risky sexual 
practice. Any association between attachment and sexual self-efficacy may also be 
reciprocal. For instance, the more a specific behaviour is practiced the more 
confident the individual will be in carrying out that behaviour. If attachment anxiety 
reduces the likelihood that an individual asks a partner about contraception, their 
confidence is likely to remain low for carrying out this specific behaviour. It is 
reasonable to speculate a relationship between attachment and sexual self-efficacy 
given the importance of that attachment relationship and its influence on inter­
personal relationships including sexual relationships. The following section will 
outline the literature on sexual self-efficacy and why sexual self-efficacy is important 
in the context of risky sexual behaviour.
1.19 Self-efficacy, self-esteem and risky sexual behaviour
Self-efficacy is understood to be a key component which mediates the link between 
knowledge and action. Adequate knowledge and information is a necessary pre­
requisite for the successful completion of any behavioural task, but that alone does 
not ensure behaviour change. A study by St Lawrence et al. (1995) evaluated an 
intervention programme designed to reduce sexual risk-taking behaviour in a group 
of female African-American adolescents. Two hundred and forty six adolescents 
were randomly allocated to one of two intervention groups: skills training plus 
information versus information alone. Findings showed that combining skills and 
information significantly reduced the onset of first sexual intercourse and maintained 
a reduction in risk-taking sexual behaviour at one year follow up. Furthermore, high 
self-efficacy was the strongest predictor of change in sexual risk-taking behaviour (St 
Lawrence et al. 1995).
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Sexual self-efficacy is only one of a number of factors considered as relevant to safe- 
sex practice. As research in the field of risky sexual behaviour has expanded, it has 
become apparent that investigating sexual self-efficacy as a standalone predictor of 
behaviour is too simplistic. Sexual self-esteem has also been linked to risky sexual 
behaviours. In the previous sections of this paper, self-esteem was referred to as 
general feelings o f self-worth. Self-esteem can also be directed towards a specific 
facet or dimension of the self (Rosenberg et al. 1995) and sexual self-esteem can be 
defined as feelings o f goodness relating to one’s own sexual behaviours.
One study by Salazar et al. (2004) assessed the relationship between self-concept 
(which they defined as self-esteem, ethnic identity, and body image) and sex refusal 
among 335 African-American adolescent females aged 14-18 years who had reported 
at least one pregnancy. They also investigated whether any relationship was 
mediated by partner communication about sex (defined as frequency of 
communication, fear of condom use negotiation, and self-efficacy of negotiation of 
condom use). They found partner communication mediated the relationship between 
self-concept and sex refusal.
A number of methodological issues make the results of this study difficult to 
interpret. The research can be criticised for combining all the variables which defined 
self concept in such a way that it is not possible to identify the distinct contribution 
of each one. This makes it impossible to attribute the specific factors most important 
to sex refusal. In addition, the findings apply only to ‘high risk’ adolescent females; 
the only population included in the sample and may not be applicable to the general 
population of females in the same age range.
A further study by Rosenthal et al. (1991) recruited a group of university students 
and assessed specific measures of sexual self-esteem and sexual self-efficacy in 
relation to risky sexual behaviours with both casual and regular partners. They found 
the confidence to say ‘no’ to sex was the particular aspect of sexual self-efficacy 
which was associated with increased condom use, with both casual and regular 
partners. However, in regular relationships, those who rated themselves higher on the 
specific aspect of self-efficacy which related to asserting one’s own sexual needs, 
reported more positive self-esteem, and also scored higher on sexual risk-taking. The
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patterns were similar across both genders, although the researchers noted significant 
mean level gender differences in both sexual self-esteem scores (males higher) and 
scores on resistive efficacy (females higher).
Seal et al. (1997) built upon Rosenthal et tir/’s (1991) findings by including a further 
measure of ‘amount of sexual activity’ in their study of 331 female university 
students. The findings showed complex interactions; in regular relationships there 
was a positive association found between self-esteem and the level of sexual risk- 
taking behaviour. When examining the relationship between sexual self-efficacy and 
sexual risk-taking behaviour they found a positive association and this was mediated 
by the overall amount of sexual activity. In casual relationships, increased sexual 
risk-taking behaviour was associated with lower self-esteem and higher sexual self- 
efficacy. When the authors looked at the mediating effect of overall amount of 
sexual activity, findings showed a very different relationship; sexual self-esteem was 
positively related to risk-taking mediated by the overall amount of sexual activity. 
However, the effect sizes were low to moderate and the reported associations can 
only be interpreted with caution. In addition the results relate only to women of a 
higher educational ability.
Rostosky et a l’s (2008) more recent study aimed to clarify some of the inconsistent 
findings in past research. They recruited from a sample of male and female American 
adolescents aged 13-18 years. Their findings demonstrated gender differences 
contradictory to those found by Rosenthal et a l (1991). Results indicated that males 
reported lower sexual self-esteem and lower sexual self-efficacy. Their sample 
included both Caucasians and Afiican-Americans. African-American males had 
higher levels of sexual anxiety and lower levels of resistive sexual self-efficacy than 
females and Caucasians in the sample. Furthermore, the authors applied regression 
analysis to the results and found higher sexual self-esteem uniquely predicted higher 
sexual self-efficacy scores even when demographic variables of knowledge of sexual 
risk and previous coital experience were controlled for. Analysis also revealed that 
sexual self-esteem mediated the relationship between knowledge of sexual risk and 
resistive and situational self-efficacy. The results reveal sexual self-esteem is 
uniquely important to sexual self-efficacy. Rostosky et a l (2008) suggest their
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findings demonstrate the importance of higher sexual self-esteem to enhance sexual 
self-efficacy and confident action.
1.20 Critique of research on sexual self-efficacy and risky sexual behaviours
Credit should be given to all the researchers working in the area of sexual behaviour 
with young people given the limitations imposed by social taboo and the inevitable 
difficulties which must have affected recruitment to the studies. Nevertheless, there 
are a number of methodological problems associated with exploring sexual self- 
efficacy and its relationship to sexual risk-taking. Many of the studies utilised 
‘condom use’ as a definition of risk. Participant’s accounts of condom use are not 
always reliable (Davoli et al. 1992). Furthermore, is quite feasible that in regular 
relationships other forms of contraception may have been sought which would 
prevent unwanted pregnancy. Additionally, if no condom was being used in a regular 
or even a casual relationship, the sexual health status of partners may have been 
discussed. Asking participants about other forms of contraception and sexual health 
status may have illustrated different patterns in the results. With greater awareness of 
the risks of unprotected sex, if past studies were replicated using additional 
questions, different patterns may have emerged in findings.
The studies did not use any qualitative information fiom participants. This data may 
have provided some insight into processes of decision making in sexual relationships 
in addition to the quantitative measures used. While sexual self-esteem and sexual 
self-efficacy may be important in the context of sexual behaviour, qualitative 
research may highlight other important variables which may have been overlooked.
Many of the studies report on female only samples. Perhaps the rationale for this is 
because women may be seen as more vulnerable in a sexual context. While men and 
women are both at risk of contracting an STI through having unprotected sex, a 
woman would experience physical and mental health consequences from an 
unwanted pregnancy in a way that a man would not. However, the consequence of 
this slant on more female only samples means less is known about sexual self- 
efficacy in men. Several studies also recruited from an Australian population, making 
it difficult to generalise across other cultures or populations. How safe sex practice 
was taught in different educational provisions and across different cultures would
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influence knowledge about sexual risk-taking and sexual self-efficacy. Another 
methodological aspect of conducting research in adolescent populations is associated 
with the fact that adolescents have been shown to either over or under report sexual 
behaviour depending on social desirability factors (Alexander et al 1993).
Much of the research on sexual self-efficacy and risky sexual behaviour was 
published a number of years ago. In the UK sexual health has become much less of a 
taboo subject with more NHS and government advertising campaigns focused on the 
consequences of contracting an STI and greater access to sexual health clinics. 
Changes in services have aimed at enabling young adults to be able to maintain 
confidentiality through access to specialist clinics, or even by over the counter testing 
in pharmacies for some common STIs such as Chlamydia.
The terminology and definitions outlined in the current available literature are 
confusing and largely inconsistent. Across the three main studies reported here, some 
papers use the term ‘self concept’ which includes a variable of self-esteem. Some 
studies report measures of self-esteem in relation to feelings about a relationship or 
specifically sexual behaviour. Sexual self-efficacy has been described as the ability 
to negotiate condom use but also is used to describe the ability to ‘say no to sex’. 
Interpreting the results is difficult and observing patterns in the current empirical 
evidence base is limited due to the small number of studies.
1.21 Rationale for present study
The current study sets out to explore how attachment and self-esteem relate to sexual 
self-efficacy. The literature reviewed in the current study indicates that these 
psychological factors are key to sexual well-being and could protect or predispose a 
young adult to engaging in patterns of risky sexual behaviour. Seeking to further 
understand those factors which affect sexual self-efficacy could help inform 
prevention and intervention programmes with young people vulnerable to significant 
health and/or mental difficulties as a result of risky sexual behaviour patterns.
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The specific aims are to clarify:
a) Whether attachment (characterised by anxiety or avoidance dimensions) is 
associated with sexual self-efficacy
b) Whether self-esteem (general or sexual) mediates any relationship between 
attachment and sexual self-efficacy.
c) Whether sexual self-efficacy is associated with risky sexual behaviour in this 
sample.
1.22 Hypotheses
1) General and sexual self-esteem will individually and jointly
significantly mediate a negative association between attachment anxiety and 
sexual self-efficacy.
2) General and sexual self-esteem will independently and jointly
significantly mediate a negative association between attachment avoidance 
and sexual self-efficacy.
Attachment
Sexual
self-esteem
General
self-esteem
Sexual
self-efficacy
Risky sexual 
behaviours
Fig 1: Proposed relationships between attachment (characterised by anxiety or avoidance) 
and sexual self-efficacy mediated by general self-esteem and sexual self-esteem in the 
context of risky sexual behaviour.
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2 Method 
2.1 Design
This study used a cross-sectional design which utilised an internet based survey (see 
appendices 1-9).
2.2 Participants
The single inclusion criteria was participants were aged between 18-22 years. An 
overall total of 292 individuals clicked onto the information page for the research and 
250 (85.6%) consented to taking part in the research. One hundred and ninety four 
(77.6%) people filled in at least one item in full, 147 of them reported they had 
engaged in sexual intercourse, 25 reported they had never engaged in sexual 
intercourse and 22 left this question blank. Only those 147 participants who reported 
having ever had sexual intercourse were included in the sample for analysis.
2.3 Measures
The questionnaire on the online site included a small demographics questionnaire, 
Experiences in Close Relationships -  Revised -  General Sort Form (ECR-R-GSF), 
Rosenberg Self-Esteem Scale (RSES), Sexual Self-efficacy (SSE) questionnaire, the 
Multidimensional Sexual Self-Concept Questionnaire (MSSCQ), and a self-report 
measure of risky sexual behaviours. Participants were requested to fill in the 
questionnaire in a quiet place and allow approximately 15 minutes.
2.3.1 Demographic questionnaire
Each participant was asked a series of questions regarding demographic variables 
which included age, gender and ethnicity (see appendix 3).
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2.3.2 Experiences in Close Relationships -  Revised -  General Short Form (ECR- 
R-GSF)
The ECR-R-GSF (Wilkinson, 2011) (see appendix 4) is validated for use with 
adolescents and young adults and is a revised short attachment self-report measure of 
the ECR-R (Fraley et al. 2000). There are 20 items, 10 which are representative of a 
scale of attachment avoidance and 10 of attachment anxiety. Participants were asked 
to rate each item on a scale from 1 (strongly disagree) to 5 (strongly agree) for a 
subscale score of anxiety (e.g. I  often worry that other people close to me don't 
really love me) and avoidance, (e.g. I  prefer not to show others how I  feel deep 
down). Wilson, (2010) found EC-R-GSF scores of attachment anxiety and avoidance 
for the items produced reliable scales (Anxiety: a = .88, a Avoidance: a = 88) in 479 
14 to 22 year olds. Internal consistencies in the present study were Anxiety: a = .85, 
Avoidance: a = .88.
2.3.3 Rosenberg Self-Esteem Scale (RSES)
The Rosenberg Self-Esteem Scale (Rosenberg, 1965) is a self-report measure of 
general self-esteem and contains 10 items (see appendix 5). Participants were asked 
to reflect on their current feelings of self-worth towards themselves by rating 
statements (e.g. I  feel that I  have a number o f good qualities) using a four point Likert- 
scale from ‘strongly agree’ to ‘strongly disagree’. Scores for self-esteem range from 
0-40, with higher scores indicating a higher self-esteem. The psychometric properties 
of the RSES have been widely assessed and in a sample of 16,998 participants across 
53 nations reliability was substantial (a = .81) (Schmitt & Allik, 2005). In the present 
study the RSES internal consistency was good (a = .91).
2.3.4 The Multidimensional Sexual Self-Concept Questionnaire (MSSCQ)
The MSSCQ (Snell, 1998) (see appendix 6) is an objective self-report instrument 
designed to measure psychological aspects of human sexuality. The current study 
used a subscale of the MSSCQ relating to sexual anxiety. The 5 item subscale is 
designed to assess the tension, discomfort and anxiety felt about sexual aspects in
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their own life (e.g. I  feel good about the way I  express my own sexual needs and 
desires). Responses were scored on a five-point Likert-scale from 0 (not at all 
characteristic of me) to 4 (very characteristic of me), with a higher score being 
indicative of a more positive sexual self-esteem.
The MSSCQ has been validated in a population of 16 to 25 year olds and has been 
widely used in the literature as a measure of sexual self concept (Snell, 1995). 
Previous research has found good internal consistency for the MSSCQ-sexual self­
esteem (a =. 91), (Snell, 1995). The present study demonstrated good internal 
validity with MSSCQ-sexual self-esteem: a = .93.
2.3.5 Sexual Self-efficacy (SSE)
The SSE (Rosenthal et al. 1991) (see appendix 7) is a self-report measure of 20 items 
listed as statements regarding sexual activities, appropriate to both sexes. Participants 
were asked to indicate whether or not they could do each activity (e.g. Have a sexual 
encounter without feeling obliged to have intercourse). For those sexual activities they 
said they could do, the participant rated the degree of confidence in their ability on a 
five point Likert-scale. The scale ranges from very uncertain to absolutely certain. 
The results were then used to score a mean level of confidence, with a score of 1 for 
i could not do this activity’ to 6 ‘yes, very certain I  could do this activity\ A higher 
score would be indicative of a higher self-efficacy.
The questionnaire has been found to be a valid tool of sexual self-efficacy with 
casual and regular sexual partners in a sample of adolescents with moderate internal 
consistency (regular relationships: a = .75, casual relationships: a = .71) (Seal et al. 
1997). Internal consistency in the current sample was good with the SES: a = .87.
2.3.6 Self-report Risky Sexual behaviours
A self-report questionnaire was used to assess risky sexual behaviours (appendix 8). 
Participants were asked ‘have you ever had sexual intercourse’, if participants 
answered ‘no’ they were taken through to the debriefing screen. For those
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participants who answered yes, several further questions were asked regarding their 
sexual history and risk-taking behaviours.
2.4 Procedure
Participants were recruited via two main sources.
• Emails were sent to friends and family with a request for them to further 
distribute these to their own email contacts aged between 18 and 22 and so on to 
create a snowball survey. The emails contained an initial advert outlining 
information about the study (see appendix 2). Individuals could then choose to 
click onto a web link which directed them to the initial page of the study’s online 
site.
• The study was also advertised on the researcher’s Facebook site and that of the 
researcher’s friends and family. The web link was also placed on a University 
Facebook Page.
The web link and website for the survey was developed in collaboration with the 
University technician (appendices 1-9). The advertisement gave brief information 
about the study and access to the web link. As an incentive for participation, a £30 
Amazon voucher was offered in a prize draw. Participants were given full 
information through a series of information pages before consent was sought. 
Participants who declined to take part were taken to the debriefing page and thanked 
for their consideration (appendix 9). Those participants who consented were directed 
to the initial page of the study. The inclusion criteria for the current study were 
clearly explained in the participant information. Once participants had completed the 
study they were offered the option of leaving an email address to be placed into a 
prize draw.
2.5 Ethical Considerations
The study’s design involved recruitment through the internet and was amended 
accordingly, ensuring that the absence of the researcher during completion did not 
affect the ethical principles of the study. Participation required an active choice
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rather than participants being unaware or being observed and complied with British 
Psychological Society (2007) code of conduct for internet based research. It was 
made clear on the advert and the information page that participants could opt-out of 
the study at any given point and they could email me with the time and date they 
completed part of the questionnaire and all data entered would be removed.
Informed consent was sought through ensuring that detailed information was 
provided on both the advert for the research and the initial information page of the 
study. The information clearly outlined the level of confidentiality and anonymity 
with any data given by participants. Finally, a specific consent screen was designed 
to give people an opportunity to opt in to the study, or opt which would direct them 
to the debriefing information.
Verifying participant identity is one of the most common challenges with collating 
internet mediated research (BPS, 2007). The inclusion criteria for this research were 
participants must be between the ages of 18-22 years old. This was verified by 
supplying an option page after the initial consent screen. Participants were given the 
option to choose only ages between 18 and 22 years and asked to discontinue if they 
did not meet the inclusion criteria.
Several amendments were made to minimise any potential distress that may be 
caused from answering the questions included in the study. Firstly, it was made clear 
in the information sheet that participants would not have to answer any questions if 
they did not wish to. There was no ‘forced choice’ option on the internet site. This 
meant participants were free to choose to move through the questionnaire and leave 
out questions as they wished. The de-brief screen also contained contact information 
for support organisations such as NHS direct and other agencies who would be able 
to offer support and advice should participants feel affected by the content of the 
questions. In addition the researcher’s details were provided along with the contact 
details of supervisors should participants wish to contact them with any queries about 
the study.
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The questionnaire contained some information about sexual behaviour. Although it 
was not expected that minors would come into contact with the information, several 
precautionary measures were applied. Firstly, Facebook, the social media site used to 
try and gain participation, states that to have a Facebook account you must be age 14 
years and older. Secondly, the advert was circulated through friends and family, all 
of whom were over the age of 18 years. Additionally, the advert was placed on the 
University of Surrey’s Facebook page, it would be expected that students over the 
age of 18 years would access this site. Ethical approval was gained from the 
University of Surrey Faculty Ethics Committee prior to recruiting participants (see 
appendix 10).
2.6 Descriptive data
The data was first described in terms of characteristics of the sample before 
examining the distribution of the measures. Only those who reported having ever had 
sexual intercourse were included in the analysis. This decision was made as it was 
possible that ‘never having had intercourse’ may affect the relevance and therefore 
ability to answer the sexual self-efficacy questionnaire items. There were observed 
differences in the means across the two groups (please see appendix 19) which 
indicated those who had never engaged in sexual intercourse had lower mean scores 
on measures of sexual self-esteem and sexual self-efficacy. Because the patterns of 
answers did appear to be different between these two groups the decision was taken 
not to pool them for analysis. If enough data had been obtained this would have 
allowed separate consideration of those who reported ever having engaged in sexual 
intercourse and those who had not. However the number (25 participants) reporting 
never having sexual intercourse was considered too small to merit a separate 
additional analysis for the purposes of this dissertation. The main analysis was 
therefore restricted to those who reported sexual intercourse.
2.7 Mediation analyses
To examine relationships between variables the researcher first computed first order 
correlations between the independent variable IV (attachment anxiety and 
avoidance), dependent variable DV (sexual self-efficacy) and mediators M (sexual
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self-esteem and general self-esteem). Mediation was explored through single 
mediation models. This was investigated by estimating the indirect effect of the IV 
(attachment anxiety and avoidance) on the DV (sexual self-efficacy) through the 
mediator M (general self-esteem) and then M (sexual self-esteem). The indirect 
effect can be quantified by multiplying together the regression coefficient of the IV 
on M (coefficient; a) and the regression coefficient of the mediator (M) on the DV 
adjusting (controlling) for the IV (coefficient; b). The regression coefficient for the 
IV on the DV (c’) adjusting (controlling) for M then gives the direct effect of the IV 
(see Fig. 2). Mediators were entered singly to investigate individual indirect effects. 
An additional mediation analysis was conducted where both mediators (general self­
esteem and sexual self-esteem) were entered together to examine their joint effect 
(see Fig. 3).
To examine mediation the current study followed the recommendations of Preacher 
& Hayes (2008). They describe a bootstrapping method with 5000 resampling 
chosen to ensure convergence in the estimates. Although the bootstrapping approach 
makes no assumptions about the sampling distribution of the indirect effect, it is 
based on multiple calculations of the ‘ab’ pathway and therefore the regression 
models in which these regression coefficients are calculated should satisfy the 
assumptions for multiple regression. The histograms of the residuals for each 
pathway of the regression model were examined and checked for normal distribution. 
Cook’s Distancing test was used to assess for influential points. None of the 
pathways in the model violated any of the assumptions and therefore it was 
considered applicable to apply bootstrapping mediation analysis.
The bootstrapping approach calculates a point estimate of the indirect effects which 
is derived from the mean of 5000 estimates of ‘ab’. Using computed interval cut­
offs for the 2.5% highest and lowest scores from the distribution, a 95% percentile 
confidence interval can be obtained to examine whether the indirect effect was 
significantly different from 0. Mediation paths (ab) were considered significant when 
an accelerated bias corrected confidence interval did not include 0 in the indirect 
effect.
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2.8 Sexual behaviour variables
Examining risky sexual behaviour was not the main focus of the study and therefore 
not included in the mediation analyses, however a number of risky sexual behaviour 
questions were included in the survey for supplementary analyses. Correlations were 
conducted to see if there were any association between attachment (anxiety and 
avoidance), self-esteem (general and sexual), sexual self-efficacy and a) age at first 
intercourse b) number of life time sexual partners c) number of sexual partners in the 
last 12 months. Participants were asked a number of questions which related to their 
last sexual intercourse. A one way Analysis of Variance (ANOVA) was conducted to 
examine any differences across measures of attachment, self-esteem and sexual self- 
efficacy across three groups;
a) Those that used a condom at last sexual intercourse
b) Those that did not use a condom at last sexual intercourse but reported knowing 
the sexual health status of their partner
c) Those that did not use a condom and did not know the sexual health status of their 
partner.
2.9 Gender
An exploratory analysis of gender was completed. Independent t-tests were used to 
examine any differences between women and men. Pearson’s correlations were run 
and bootstrapping analysis with multiple mediators was used to examine patterns in 
women and men separately in the sample. Due to the small sample size these results 
form only an exploratory analysis as they are underpowered.
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3. Results
3.1 Descriptive results
One hundred and forty four participants (97.1%) chose to report their age. The mean 
age was 20.23 years (SD = 1.36) and median age 21 years. The descriptive statistics 
shown in Table 1. illustrate that there were more participants aged 21 and 22 years 
than there were aged 18 and 19 years old. One hundred and forty six participants 
(99.3%) reported their gender, of which 111 were women (76%) and 35 (24%) were 
men. Additionally, the majority of participants described their ethnicity as White 
British (79.6%).
Table 1 Frequencies for age in years (N = 144), ethnicity (N=147) and gender 
(N =146).
Demographic variable N %
18
Age
19 13.2
19 19 13.2
20 26 18.1
21 41 28.5
22 39 27.1
White British
Ethnicity
117 79.6
White other 24 16.4
Indian 3 2
Asian 1 0.7
Black/Black other 2 1.4
Men
Gender
35 24
Women 111 76
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As there was no ‘forced choice’ to complete any questions in the study the total 
sample size for each individual measure varied slightly (see Table 2.). The lowest 
sample size for any one measure was for the subscale of sexual self-efficacy with a 
total of 136. Across all measures the median and mean values were similar and
Table 2. Means and standard deviations for measure of attachment, self-esteem 
and sexual self-efficacy
Measures N Mdn M SD
Attachment anxiety 138 27 27.02 7.30
Attachment avoidance 144 27 27.45 7.87
general self-esteem 145 21 18.44 5.66
sexual self-esteem 145 16 16.12 5.72
sexual self-efficacy 136 98 95.43 14.43
indicate approximately normal distribution of the sample.
3.2 Correlation results
Table 3. shows first order correlations between all measures. Significant negative 
correlations were found among both the anxiety and avoidance subscales of the 
ECR-R-GSF and measures of general self-esteem (RSES) and sexual self-esteem 
(MSSCQ-SE) and sexual self-efficacy (SSE). There was a large effect size found for 
the relationship between attachment anxiety and general self-esteem and medium to 
large effect size for attachment avoidance and general self-esteem. The relationship 
between attachment anxiety and sexual self-esteem was found to have a medium to 
large effect whilst attachment avoidance and sexual self-esteem had a medium effect 
size. These results suggest that attachment anxiety has a stronger relationship with 
self-esteem than attachment avoidance. Both attachment anxiety and avoidance 
showed a medium to large effect with sexual self-efficacy.
General self-esteem (RSES), sexual self-esteem (MSSCQ-SE) and sexual self-
efficacy (SSE) all showed positive and significant associations. General self-esteem
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displayed a medium to large effect with sexual self-esteem and sexual self-efficacy. 
Sexual self-esteem and sexual self-efficacy were significantly correlated with a large 
effect size.
Table 3 First-order Pearson’s correlations (r) between attachment (anxiety and 
avoidance), self-esteem (general and sexual) and sexual self-efficacy.
1 2 3 4
N r N r N r N r
1. Attachment anxiety - -
2. Attachment avoidance 135 29** - -
3. General self-esteem 137 -.58** 142 -.48** - -
4. Sexual self-esteem 136 -.38** 142 -.30** 143 .44** -
5. Sexual self-efficacy 128 -.43** 133 -.35** 134 .46** 135 .54**
* Indicates p < .05, ** indicates p < .01
3.3 Individual mediation analysis
To examine mediation effects mediation analyses were initially carried out in which 
general self-esteem and then sexual self-esteem were separately included as potential 
mediators (M). This was repeated for both anxiety and avoidance (as IV) and sexual 
self-efficacy as the dependant variable (DV) (see Fig. 2). The results displayed in 
Table 4 show attachment (anxiety and avoidance) entered as the IV. The total effect 
(c) indicated significant substantial relationships between attachment and sexual self- 
efficacy. General self-esteem and sexual self-esteem individually significantly 
mediated the relationship between attachment and sexual self-efficacy. When the 
mediators were entered individually, the results indicated that the direct effect (c’) 
continued to remain significant. This suggested that individually, general self-esteem 
and sexual self-esteem partially mediate the relationship between attachment and 
sexual self-efficacy.
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Table 4 Summary of single mediator analysis for attachment anxiety (general self­
esteem and sexual self-esteem n=127) and avoidance (general self-esteem n = 131
and sexual self-esteem n = 132) with 5000 bootstraps.
Independent
variable
Mediating
variable
Dependent
variable
Effect of 
IV onM
Effect 
ofM  
on DV
Direct
Effect
Indirect Effect Total
Effect
(IV) (M) DV (a) (b) ( c ’) (ax b ) 95% Cl ( c )
Attachment
anxiety
General
self-esteem
Sexual
self-
efficacy
-.45** .81** -.50** -.36 (-.64-. 12) -.86**
Sexual
self-esteem
-.32** 1.12** -.53** -.35 (-.59-. 17) -.87**
Attachment
avoidance
General
self-esteem
Sexual
self-
efficacy
-.32** .99** -.32** -.32 (-.55-. 17) -.64**
Sexual
self-esteem
-.18** 1.25** -.43** -.22 (.41-.07) -.65**
* Indicates p < .05, ** indicates p < .01 from regression models
Attachment Sexual
self-efficacy
Self- esteem 
(general or 
sexual)
Fig. 2: Individual mediation model depicting direct effect (c) and indirect effects (a xb) of 
attachment (characterised by anxiety and avoidance) on sexual self-efficacy mediated by 
self-esteem (general or sexual entered as individual mediators).
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3.4 Multiple mediator analysis
After establishing that both general self-esteem and sexual self-esteem individually 
mediated the relationship between attachment (anxiety/avoidance) and sexual self- 
efficacy, they were entered into a multiple mediator analysis (see Fig 3). The results 
displayed in Table 5 show the results of general self-esteem and self-esteem entered 
jointly as mediators.
Attachment Sexual
self-efficacy
Sexual self­
esteem
General self­
esteem
Fig. 3: Multiple mediator model depicting direct effect (c ) and indirect effects (sum of axb)  
of attachment (anxiety/avoidance) on sexual self-efficacy tested in the present study.
When anxiety was the IV in the model, the results illustrate significant indirect 
effects (a x b) for general self-esteem and sexual self-esteem which mediate the 
relationship between attachment anxiety and sexual self-efficacy. Furthermore, 
collectively the direct effect (c’) was no longer significant. Similarly when 
attachment avoidance was entered as the IV significant indirect effects were 
demonstrated (a x b) with general and sexual self-esteem as mediators of the 
relationship between avoidance and sexual self-efficacy. The direct effect (c’) no 
longer remained significant once general self-esteem and sexual self-esteem were 
entered as mediators in the model.
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Table 5 Summary of multiple mediator model analysis with attachment anxiety
(N=126) and avoidance (N = 130) with 5000 bootstraps.
Independent
variable
Mediating
variable
Dependent
variable
Effect 
of IV 
onM
Effect 
ofM  on 
DV
Direct
Effect
Indirect Effect Total
Effect
(IV) (M) DV (a) (b) (C) (ax b ) 95% Cl (c)
Attachment
anxiety
General
self-esteem
Sexual
self-efficacy
-.46** .56* -.30 -.26 (-.51-.03) as**
Sexual self­
esteem
-.32** .10** -.32 (-.55-. 15)
Attachment
avoidance
General
self-esteem
Sexual
self-efficacy
-.33** .58** -.27 -.19 (-.38 - .06) -.65**
Sexual self­
esteem
-.18** 1.05** -.19 (-.37 - .06)
* Indicates p < .05, ** indicates p < .01 from regression models.
3.5 Associations with sexual behaviour
Some supplementary analyses were conducted on a number of questions regarding 
risky sexual behaviour. Table 6. shows the mean age of first intercourse is 16.28 
years and the mean number of partners is 7.66. The mean number of partners in the 
last 12 months was 2.20.
Table 6 Means and standard deviations for sexual behaviour questions
Measures N Mdn M SD
Age first intercourse 147 16 16.28 1.95
Life time partners 147 5 7.66 7.28
Partners in 12 months 147 1 2.20 2.11
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Table 7 Pearson’s correlations for risky sexual behaviour questions and 
attachment, self-esteem and sexual self-efficacy.
Age at first 
intercourse
Life time 
partners
Partners 12 
months
N r r r
Age at first 
intercourse
Life time partners 147 -.36**
Partners in 12 months 147 -.09 .62**
Attachment anxiety 138 -.04 -.00 .08
Attachment avoidance 144 .09 -.13 -.06
General self-esteem 145 .12 .05 -.02
Sexual self-esteem 145 -.12 .12 .00
Sexual self-efficacy 136 -.12 .06 .01
* Indicates p < .05, ** indicates p < .01
No significant relationships were found between the ECR-R-GSF subscales (anxiety 
and avoidance) and age at first intercourse, number of partners ever and number of 
partners in the last 12 months. Similarly General self-esteem (RSES), sexual self­
esteem (MCSSQ-SE) and sexual self-efficacy (SSE) also did not show any 
significant correlations with these measures of sexual behaviours. Although the 
sexual behaviour measures did not correlate with any of the psychological measures, 
a significant positive relationship was found between the number of lifetime sexual 
partners and the number of sexual partners in the last 12 months with a medium to 
large effect. Furthermore, a significant negative relationship with a large effect was 
demonstrated between the age of first intercourse and the number of reported sexual 
partners.
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Table 8 Frequencies for Condom Use and STI check of partner for last sexual 
intercourse
Sexual behaviours N % Mean for sexual self-efficacy
SD for sexual 
self-efficacy
Condom use
Yes 65 44.5 97.66 13.26
No 81 55.5
If no condom use was
there an STI check
Yes 53 64.4 96.06 13.68
No 28 34.6 89.04 17.42
Of the 147 participants who had ever had intercourse 99.3% (146), answered the 
question regarding condom use at last sexual intercourse. Less than half this sample 
(45.5%) reported using a condom at last intercourse, of these 64.4% reported 
checking whether their partner had been checked for STFs. The remaining 34.6% (n 
= 28) who did not use a condom at last intercourse and did not know the sexual 
health status of their partner at last intercourse made up 19.2% of the those who had 
had sexual intercourse. To conduct analyses on this data, the sample was split into 
three groups based upon last intercourse; a) those who used a condom b) those who 
did not use a condom but reported knowing the sexual health status of their partner c) 
those who did not use a condom and did not know the sexual health status of their 
partner. One way ANOVA tables were produced with attachment, self-esteem and 
sexual self-efficacy as the DV. There were no significant differences found across 
the groups apart from the variable indicating sexual self-efficacy (F(2,132)=3.29 
p<.05). Bonferroni post-hoc tests showed that sexual self-efficacy was significantly 
lower (p=0.04) in those who did not use a condom and did not know the sexual 
health status of their partner (M=89.04) compared to those who did use a condom 
(M=97.66). The mean for those who did not use a condom but knew the sexual
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health status of their partner (M=96.06) fell between the other two means and was 
not significantly different from either.
3.6 Gender
The following section provides an additional analysis by gender. Gender was not part 
of the main hypothesis of the study, however it was consistently cited as an important 
variable in the evidence base. Therefore gender warranted further exploratoiy 
analyses which are presented here. The reader should note that the sample sizes 
obtained result in statistically underpowered analyses, particularly for men. To 
explore if there were any significant differences between men and women 
independent t-tests were completed across all measures. Results can be seen in Table 
9. There were no significant differences between men and women across all 
measures apart from age at first intercourse, with women reporting a slightly earlier 
age.
Table 9 Independent t-tests for men and women across all measures
Gender N Gender M (SD)
Women Men Women Men t df
Attachment anxiety 105 32 29.93 (6.61) 27.84 (8.91) -.63 135
Attachment avoidance 109 34 27.31 (7.84) 27.91 (8.21) -.39 141
General self-esteem 110 34 18.36(4.98) 20.35 (7.40) -1.80 142
Sexual self-esteem 109 35 16.00 (5.73) 16.37 (5.78) -.33 142
Sexual self-efficacy 103 35 94.50 (15.00) 97.94 (12.24) -1.18 133
Age first intercourse 111 35 16.06 (1.91) 16.97 (1.99) -2.43* 144
Lifetime partners 111 35 7.20 (6.32) 9.11 (9.81) -1.35 144
Partners 12 months 111 35 2.05 (1.63) 2.74 (3.19) -1.71 144
* Indicates p < .05, ** indicates p < .01
Tables 10 and 11 show Pearson’s correlations for men and women. These results
were underpowered and using statistical significance would not necessarily provide
any meaningful information, instead patterns of results were compared to the overall
sample to explore similarities and differences. For women the effect sizes were
similar to those found in the overall sample with no noteworthy differences.
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Similarly for men the pattern of results was similar to the overall sample. These 
results suggest a similar pattern of results for women and men in this sample. The 
multiple mediation analysis for both women and men are reported in Tables 12 and 
13. Due to the small sample sizes in is not possible to compare women and men in 
terms of mediation, however the effect sizes are similar for both women and men and 
the pattern across genders is similar in this sample.
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Table 12 Summary of multiple mediator model analysis with attachment anxiety
(N=96) and avoidance (N = 99) for women with 5000 bootstraps.
Independent
variable
Mediating
variable
Dependent
variable
Effect 
of IV 
onM
Effect 
ofM  on 
DV
Direct
Effect
Indirect Effect Total
Effect
(IV) (M) DV (a) (b) (C) (axb ) 95% Cl (c)
Attachment
anxiety
General
self-esteem
Sexual
self-efficacy
-.43** .69* -.37 -.29 (-.61- .01) -1.04**
Sexual self­
esteem
-.38** .99** -.38 (-.70-. 16)
Attachment
avoidance
General
self-esteem
Sexual
self-efficacy
-.35** .62 -.33 -.21 (-.47 -.03) -.73**
Sexual self­
esteem
-.17* 1.07** -.18
1|
* Indicates p < .05, ** indicates p < .01 from regression models
Table 13 Summary of multiple mediator model analysis with attachment 
anxiety (N=29) and avoidance (N =  30) for men with 5000 bootstraps.
Independent
variable
Mediating
variable
Dependent
variable
Effect 
of IV 
onM
Effect 
ofM  on 
DV
Direct
Effect
Indirect Effect Total
Effect
(IV) (M) DV (a) (b) (C) (ax b ) 95% Cl (c)
Attachment
anxiety
General
self-esteem
Sexual
self-efficacy
-.58** .35 -.23 -.22 (-.96 .29) -.61*
Sexual self­
esteem
-.22* .78 -.17 (-.54-.00)
Attachment
avoidance
General
self-esteem
Sexual
self-efficacy
-.28 .48 -.10 -.13 (-.59 .05) -.40
Sexual self­
esteem
-.19 as* -.19 (-.64 .03)
* Indicates p < .05, ** indicates p < .01
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4. Discussion
There is an extensive and well-established body of research illustrating the 
importance of the attachment relationship between a care-giver and infant during 
childhood. These attachment bonds are believed to be essential to the development of 
self-esteem and self-efficacy in young people. Relatively little is known about the 
association between attachment and sexual self-efficacy in the context of risky sexual 
behaviour. The current study investigated associations between attachment 
(measured by dimensions of anxiety and avoidance) and sexual self-efficacy and 
whether any effects were mediated by general and sexual self-esteem. Additionally, 
the study examined associations between these measures and risky sexual behaviour.
The following section will discuss the findings of the present study in relation to the 
hypotheses. The research will be critically appraised and findings will be discussed 
in the context of clinical implications and future research.
4.1 Summary of results
The mediation analysis showed a significant negative association between 
attachment (characterised by dimensions of anxiety and avoidance) and sexual self- 
efficacy. This association was mediated by general self-esteem and sexual self­
esteem independently and simultaneously, supporting Hypothesis 1 and 2. There was 
little association between the main study variables and the measures of sexual 
behaviour included in the study. The only noteworthy finding revealed a significant 
difference between those who used condoms at last intercourse and those who did 
not use a condom and did not know the STI status of their partner. The results also 
included some exploratory analysis of the effects of gender and indicated that women 
had sexual intercourse at a significantly earlier age than men. Overall the pattern of 
results did not appear to differ greatly between women and men. Furthermore, when 
comparing the effects for both women and men to the overall sample, the effects 
appeared similar across the previous established associations found in the main 
analysis. However, the results for gender were underpowered and should be 
interpreted with caution.
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4.2 The association between attachment anxiety and sexual self-efficacy; the 
mediating effects of general and sexual self-esteem
The results in the present study indicated that higher attachment anxiety was 
associated with lower sexual self-efficacy and this was mediated by self-esteem 
(general and sexual). As predicted, attachment anxiety was associated with lower 
levels of general self-esteem similar to the findings of previous research (Bylsma et 
al. 1997). This prediction was based on the theory that those individuals with higher 
attachment anxiety hold an internal-working model of others as positive and the self 
as negative (Brennan & Morris (1997). The current study also included a specific 
measure of sexual self-esteem. The attachment system is thought to be closely linked 
with other behavioural systems including sexual behaviour and therefore relevant to 
sexual self-esteem. The measure included only five items but still indicated a 
significant negative correlation with attachment anxiety.
The results of the current study support previous evidence which suggests those with 
a more anxious attachment style predominantly rely on social feedback to maintain 
their feelings of general self-esteem and have a lower perceived risk of unsafe sex 
practices (Bartholomew & Horowitz, 1991; Feeney et al. 2000). The mediating 
effects of self-esteem (general and sexual) on the association between attachment 
anxiety and sexual self-efficacy found in the current study, can be explained in terms 
of cognitive processes and attachment-related internal-working models. It could be 
hypothesised that through attachment internal-working models, self-esteem is sought 
through social feedback, leading to a preoccupation with partner feedback in intimate 
relationships. When the attachment system is activated, cognitive attention is 
directed towards interpreting and managing feelings of anxiety and hyper-vigilance 
about feedback. As a result, cognitive attention may be drawn away from personal 
sexual needs or consideration of the risks involved in unsafe sex. Another 
interpretation of the findings could be explained by strategies to avoid negative 
feedback from partners in a sexual relationship. This could include engaging in 
unwanted sex and lack of negotiating contraception leading to lower levels sexual 
self-efficacy. In previous studies which have explored partner relationships, people 
with an anxious attachment style have been more likely to have sex for fear of losing
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their partner or to avoid negative partner feedback (Tracy et a l 2003; Collins & 
Read, 1990).
If a young adult is unable to assert him/herself and say no to unwanted sex because 
they are preoccupied with anxiety and motivated to avoid negative partner feedback, 
they are less likely to gain experience of carrying out the behavioural action of 
saying ‘no’ to unwanted sex. They do not allow themselves the opportunity to 
experience acceptance of their assertion. This in turn may perpetuate the fear of 
negative feedback from sexual partner. A cycle develops whereby assertive 
behaviour is less likely to occur, there is less practice in carrying out that behaviour, 
and confidence to carry it out remains low. In contrast, a young adult who has a 
secure attachment style would have an internal-working model of self as positive and 
others as positive and maintain their self-esteem through both social feedback and 
self-liking. It could be suggested that in a similar sexual situation they would be able 
to assert their own sexual needs and refuse unwanted sex. The more times they say 
‘no’ to having unwanted sex, the more confident they are in their ability to say ‘no’.
It could be argued that as the participants in this study were in stages of late 
adolescence and early adulthood, it is possible that responses given to the 
questionnaires may have been influenced by a continuing strong desire to be like 
their admired peers and part of a group. It is well evidenced that peers are an 
important source of self-esteem during adolescence (Laible et al 2004) and those with 
higher attachment anxiety may be very susceptible to the influence of peers. Sexual 
behaviours and sexual attitudes as reported in the study may be heavily influenced by 
the participants’ perception of their acceptability to their own social group.
4.3 The association between attachment avoidance and sexual self-efficacy; the 
mediating effects of general and sexual self-esteem
As predicted, general self-esteem and sexual self-esteem independently and 
simultaneously mediated a negative association between attachment avoidance and 
sexual self-efficacy. Attachment theory proposes that attachment avoidance is 
associated with an internal-working model of the self as positive and others as 
negative, and self-esteem maintenance occurs through personal mastery based 
experiences, rather than social feedback or social-based competencies (Brennan &
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Bosson, 1998; Bylsma et a l 1997). In the current study, the association between 
higher attachment avoidance and lower self-esteem may be a consequence of 
participants setting themselves high performance standards generally, and not taking 
account of peer feedback. Peer feedback may have otherwise served as a source of 
validation and reassurance and would provide a context in which they could modify 
their self-appraisal.
Previous evidence shows that a more avoidant attachment style is associated with 
either avoiding sex or engaging in more casual sex (Cooper et a l 1998; Feeney et a l 
1993). It could be hypothesised that young adults in the current study with higher 
attachment avoidance and lower sexual self-efficacy might avoid sex or more long­
term intimate relationships, and opportunities for conversations about contraception 
would therefore be less likely to occur. There may also be less concern about the 
partner’s views on these matters and young adults with higher attachment avoidance 
may be less inclined to engage in these types of discussions with their sexual 
partners.
As the attachment system is believed to be closely linked with the sexual behaviour 
system, it would be expected that during sexual activity the attachment system would 
be activated. This activation could trigger a sense of discomfort with feelings of 
closeness, characteristic of an avoidant attachment style. It is arguable that young 
adult with higher attachment avoidance would use strategies to avoid feelings of 
intimacy, including suppressing their own needs in order to avoid potential conflict 
or high expressed emotion from their sexual partner. The combination of very little 
discussion about agreed sexual practice with partners, plus a tendency to set high 
personal standards, could explain the mediating effect of self-esteem on the 
association between attachment avoidance and sexual self-efficacy.
While the results can be explained in terms of a lack of communication and
negotiation it is also possible that the developmental stage of some participants
influenced the results found in the current study. A clear sense of identity may still
be developing during late adolescence/early adulthood. It is possible the results were
influenced by changes relevant to developmental stage. Communication and
negotiation on contraception use may be relatively new and novel for some. It could
be suggested that some participants may still be establishing sexual relationships and
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intimate partners and that sexual self-efficacy would be influenced by the duration of 
these relationships as they change over time and become more stable.
4.4 Summary of main findings in the context of developmental stage
Both attachment anxiety and attachment avoidance were associated with lower levels 
of sexual self-efficacy and these associations were mediated by general and sexual 
self-esteem. The results here have been explained in terms of the theoretical concepts 
of attachment and self-esteem maintenance. While these theories provide a 
framework for understanding the results, the findings must also be considered in the 
context of the developmental stage of participants. In late adolescence and early 
adulthood peers and romantic partners are likely to serve as attachment figures and 
would be important sources of self-esteem. Some individuals may rely on peers for 
information regarding sexual behaviours, and sexual attitudes may be shaped by peer 
norms. Young adults may obtain information from their friends, which may not be 
correct, but may serve to guide decision-making about sex. Social learning may be an 
important factor in terms of shaping the behavioural attitudes in this age group.
The role of attachment figures is thought to include peers and romantic partners in 
the period of late adolescence and it would be anticipated that those individuals who 
had a more anxious/avoidant attachment style during childhood would have a similar 
style of attachment during adolescence and young adulthood. However some 
individuals in the stage of late adolescence and early adulthood may only be starting 
to develop intimate relationships with sexual partners. These relationships may 
provide a context within which an insecure adolescent may experience a more secure 
attachment relationship.
4.5 Risky sexual behaviour
The aim of the study was to explore the underlying factors associated with sexual
self-efficacy within the context of risky sexual behaviour. The study included a small
supplementary analysis of crude variables to examine risky sexual behaviour
(number of lifetime sexual intercourse partners, number of sexual intercourse
partners in last 12 months, and age at first intercourse). In addition, participants were
asked about contraception use at last intercourse which was defined as; condom use,
and if no condom was used did the participant know the sexual health status of their
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partner. The findings yielded a number of interesting results. The variables which 
related to sexual intercourse history (number of lifetime sexual intercourse partners, 
number of sexual intercourse partners in last 12 months and age at first intercourse) 
did not correlate with any of the measures of attachment, self-esteem or sexual self- 
efficacy. However, a significant difference was found between those who used a 
condom at last intercourse and those who did not and did not know the sexual health 
status of their partner.
Previous studies have found associations between attachment style and number of 
partners (Gentzler & Kerns, 2004) and it was predicted that similar results would be 
found in the present study but analyses failed to replicate these findings. In the 
present research 73.6% of the sample was age 20- 22 years old and the rest of the 
sample falling within teenage years. Developmentally this sample could reasonably 
be assumed to have either negotiated adolescence or be considered in the late 
adolescent phase. While it is reasonable to assume that most people in this age group 
would have engaged in sexual intercourse, some individuals in this sample may have 
engaged in other forms of sexual intimacy without actual intercourse. The present 
study used only the term ‘sexual intercourse’ and therefore might not have captured a 
full range of sexual behaviours. This may have accounted for the lack of associations 
found in the present study.
The construct of ‘sexual intercourse’ may have also been open to a range of 
interpretations from participants. One study using a group of students demonstrated 
that 93% of their sample defined vaginal sex as sexual intercourse, 62% defined anal 
sex as sexual intercourse, and 22% defined oral sex as sexual intercourse (CDC, 
unpublished data, 2000 cited in Brener et al. 2003). Furthermore, evidence suggests 
that developmental stage may alter how adolescents respond to questions regarding 
sexual behaviours depending on the social desirability of answers (Alexander et ah 
1993). Peer opinion is thought to be particularly important during the adolescent 
stage and some of the answers on sexual behaviours reported by participants in the 
current study may have been influenced by what is acceptable within their peer 
group.
Including additional questions on sexual behaviours such as oral sex may have
deterred participants from completing the survey in full, due the intimate nature of
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these types of questions. Previous research has also failed to account the different 
interpretations of sexual intercourse or included a wide range of questions regarding 
sexual behaviour (Gentzler & Kerns, 2004; Rostosky et al. 2008). Further 
information on other sexual behaviours and sexual intimacy may have yielded a 
different pattern of results.
The second part of the analyses examined contraception use/sexual health status at 
last intercourse. Findings showed significantly higher sexual self-efficacy in those 
participants who used a condom at last intercourse compared with those did not and 
did not know the sexual health status of their partner. Previous research exploring 
sexual self-esteem and sexual self-efficacy in young adult and adolescent populations 
has demonstrated significant associations with risky sexual behaviour including 
condom use (Rosenthal et al. 1991; Seal et al. 1997). While the current study found 
sexual self-efficacy yielded a significant result in terms of condom use, in contrast to 
previous research, results failed to find any associations between sexual self-esteem 
and contraception use.
Condom use has traditionally been viewed as the best form of protection against 
STIs, however, changes in the availability of STI testing may be influencing condom 
use in young people. Interestingly 64% of participants reported they knew the sexual 
health status of their partner at last intercourse and did not use a condom. The mean 
was not significantly different from either those who used a condom, or those who 
did use a condom and did not know the sexual health status of their partner, but fell 
between these two groups. Although no significant results were found, the fact that 
64% of participants reported they knew the sexual health status of their partner 
suggests that they were able to discuss sexual health, which could be viewed as one 
aspect of sexual self-efficacy. However the measure of sexual self-efficacy focuses 
on condom use as contraception and does not assess knowledge about sexual health 
status and this may have accounted for the lower mean found in this group.
It remains difficult to draw any firm conclusions from the small supplementary
analyses included in this research. The concept of measuring risk by number of
sexual partners and age at first intercourse is related to statistical probability; the
more sexual partners or higher number of years an individual is sexually active, the
higher the risk of coming into contact with a STI. However, this fails to take account
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of unprotected sex with a single partner who has an STI, which would represent an 
unfortunate outcome of a low risk situation rather than high risk behaviour.
In summary these findings provide some evidence that sexual self-efficacy is related 
to condom use. Despite the evidence found in the present study it should be 
acknowledged that past research illustrates inconsistent associations between sexual 
self-efficacy and risky sexual behaviour (Rosenthal et ah 1991; Seal et a l 1997; 
Rostosky et al. 2008). The relationship between sexual self-efficacy and risky sexual 
behaviour is likely to be complex and confounded by other factors which require 
further investigation. Methodological issues related to researching sexual behaviour 
also make it difficult to clearly identify associations. The fact that there is not yet a 
reliable and valid tool for assessing risky sexual behaviour perhaps reflects the 
difficulty in linking behaviour and risk. Validated measures of risky sexual 
behaviour would help clarify if sexual self-efficacy is a reliable predictor of risky 
sexual behaviours.
4.6 Gender
The current study included some exploratory analysis of gender, although this was 
not part of the main hypothesis. Although the sample size in the current study was 
too small to apply any meaningful statistical analysis the pattern of results was 
similar across genders on all measures. The findings in the current study are 
inconsistent with previous studies which have found associations between attachment 
anxiety, first time of intercourse and number of lifetime partners, to be stronger in 
women (Bogaert & Sadava, 2002). The pattern of results in the current study reflects 
Rosenthal et al. (1991) research investigating sexual self-esteem, sexual self-efficacy 
and risky sexual behaviour, who found a similar pattern of results across genders. 
Although, more recent research has found being male to be associated with higher 
anxiety and lower resistive sexual self-efficacy (Rostosky et al. 2008). Gender is 
frequently cited in the empirical evidence base as a significant factor related to 
attachment and to risky sexual behaviour, yet there are inconsistencies across studies.
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4.7 Ethical considerations
In the present study a decision was made to ask participants if they had ever had 
sexual intercourse as a necessary precursor to asking further questions regarding 
sexual behaviour. Once the data was collected it became clear that those who 
reported never having engaged in sexual intercourse showed a different pattern of 
results to those who reported having sexual intercourse, but the sample size was too 
small to conduct any meaningful analyses. For example, there were observable 
differences on scores of sexual self-efficacy and sexual self-esteem (with a lower 
mean in the ‘never engaged in sexual intercourse’ sample) between the two groups. It 
is possible that engaging in specific behavioural tasks such as ‘buying 
condoms/contraception’ would influence self-efficacy of that task. After considering 
these differences across the two samples, the data of those who reported no sexual 
intercourse were removed before analyses. This meant that a number of participants 
completed the study but their data was not used in the overall report. Ethically, this 
exclusion of data is open to criticism. In retrospect a caveat explaining that low 
recruitment on some variables may result in the removal of some of the data would 
have given participants more informed choice about whether to participate.
The chosen measure of sexual self-efficacy in the present study was selected based 
upon its psychometric properties and the limited availability of other comparable 
tools. Nevertheless, both the sexual self-efficacy measure and questions on risky 
sexual behaviour posed a number of methodological and ethical issues. In particular, 
the questions presented a heterosexual stance in relation to the construct of sexual 
behaviour. The questions relating to condom use could be viewed as discriminatory 
against some sexual orientations. In those sexual relationships when condom use is 
inappropriate, participants may have reported, ‘No, could not do this activity’ on 
questions regarding use of condom. The overall score of self-efficacy may then 
appear reduced. These questions which presented a hetro-normative stance may have 
also deterred participants from continuing with the study if they felt the questions 
were discriminatory. In order to address these issues a filter question could have been 
included on sexual orientation. This could filter the inclusion or exclusion of those 
questions which present as discriminatory towards sexual preferences. However,
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categorising sexual orientation and using this as a potential filter also presents 
methodological and ethical consideration in itself.
Previous studies have either sampled from only heterosexual participants or provided 
no clarity on sexual orientation of participants and used the same measure of sexual 
self-efficacy as in the current study (Rosenthal, 1991; Seal et al. 1997). The literature 
base on sexual self-efficacy and risky sexual behaviour presents a rather heterosexual 
stance and does not appear to fully take account of sexual orientation. Future 
research may benefit from examining sexual self-efficacy and risky sexual behaviour 
across different groups of sexual orientation separately, as the consequences of risky 
sexual behaviour are not directly comparable.
4.8 Limitations
There are a number of limitations which were considered in relation to the findings 
of the present study. There were a higher proportion of women to men in the sample 
(76% to 24%). Given the small number of males who took part, it is not possible to 
interpret with any statistical certainty, whether gender affected the results. Other 
samples have also had a similarly high proportion of female participants (Rosenthal 
et al. 1991). The majority of the sample reported their ethnicity as White British 
(79.6%), so it is not possible to ascertain whether ethnicity had any effects on 
findings although previous research has found both gender and ethnicity can affect 
the relationship between sexual self-efficacy and sexual behaviour (Rostosky et al. 
2008).
The primary aim of the study was to explore the mediating effect of self-esteem on 
the association between attachment and sexual self-efficacy. The measurements of 
sexual behaviour are commonly used to indicate risk but are acknowledged as being 
crude. The decision not to incorporate more detailed measures of sexual behaviour 
(such as oral sex) and other relationship variables (such as defining whether sexual 
relationships were regular and casual) was also based around participant engagement. 
The inclusion of a more lengthy measure of risky sexual behaviours may have 
deterred respondents from completing the full survey, however a lack of more 
detailed information regarding risky sexual behaviours remains a limitation of the 
study.
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Using an internet based survey was an effective strategy for recruiting participants. It 
had a number of benefits including allowing the participant to complete the 
questionnaires without the presence of the researcher, thus reducing any potential 
response bias. Having no contact with the researcher may have been appealing to 
participants, particularly when being asked questions regarding sexual behaviour. 
While this might have promoted recruitment, the absence of the researcher removes 
any control over the conditions of data collection. For example, it is not possible to 
tell whether results were affected by the presence of other people in the room or 
other external distracters.
The information sheet given to participants did not specify exactly the type of 
questions that would be included, instead it gave a broad description outlining that 
participants would be asked about sexual behaviour and attitudes to sexual 
behaviour. It is possible some individuals read this and decided not to participate 
either because this statement was too ambiguous, or because they did not think they 
met the inclusion criteria if they had not engaged in sexual intercourse. The inclusion 
of more explicit information about the questions may have influenced which 
potential participants decided to take part/not take part. The possibility that non­
respondents may have been systematically different from participants cannot be ruled 
out.
All self-report based studies rely heavily on the participant’s willingness and ability 
to respond thoughtfully, and the current study was subject to the usual criticisms of 
self-report measures. The only inclusion criteria of the current research were that 
participants were aged between 18 and 22 years. The distribution of the advert for the 
study was not restricted to only 18-22 year olds and it is possible that older or 
younger people did participate in the research, particularly as there was an incentive 
of a prize draw.
Theoretically it is assumed that attachment bonds develop earlier than other
phenomena such as self-esteem and self-efficacy. There is good evidence that self-
report measures can reliably measure attachment anxiety and avoidance, however it
must be acknowledged that debate continues as to whether these self-report measures
really reflect attachment related concepts. In particular, it is argued that defensive
attachment-related processes may lead to the suppression of conscious thoughts
165
Mekayla Zahra URN6111382
about negative self-worth (Pietromonaco & Barrett, 2000). It is also possible that 
self-report measures may be particularly susceptible to mood state, for example if a 
young adult had just had a fight with partner/friend/care -giver this could potentially 
affect their response to the items on the questionnaire. Whilst controversies about 
how attachment styles can be measured in the most reliable and valid way are 
widespread, there does not seem to be a clear alternative to self-report measures for 
non-interview design methodologies.
The measure of attachment (ECR-R-GSF) was validated across the appropriate age 
range for the sample used in this study. It also assessed the dimensions of attachment 
anxiety and avoidance across general relationships rather than specific romantic 
relationships. Measurement of attachment in the adolescent stage will always be 
problematic due to the roles of attachment figures across parents and peers and the 
development of intimate sexual relationships. There is limited availability of 
validated attachment measures for use in adolescent populations. Whilst the most 
appropriate attachment measure was chosen, it is possible that self-reporting of 
underlying attachment constructs was affected by the developmental stage of some of 
the participants.
It should be acknowledged there is a danger of researchers making assumptions 
about the development of risky behaviours and the decisions people make related to 
their behaviours. Measuring risky sexual behaviour by means of the number of 
lifetime partners or condom use implies a judgement that pregnancy from casual sex 
is unwanted, or that a higher number of partners is a risk factor. Similarly, 
engagement in casual sex has been described in the literature as an indicator of ‘risk’. 
If an individual chooses to engage in casual sex and uses condoms or knows the 
sexual health status of their partner, it is arguable whether this should be defined as 
risky. Research needs to attend to the complexities of sexual behaviour and be 
mindful of making judgements based on crude measures. Qualitative data would 
provide further information and a different perspective on decision making regarding 
risk in sexual relationships.
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This study demonstrates some promising findings illustrating the mediating effects of 
self-esteem on the association between attachment (characterised by anxiety and 
avoidance) and sexual self-efficacy. Nevertheless, the pattern of results found here 
may be confounded or moderated by other relevant variables (such as gender, 
developmental stage, ethnicity, relationships status). It is likely that cultural beliefs, 
age, alcohol and substance use, and other social and economic factors contribute to 
the development of sexual self-efficacy and risky sexual behaviours. The results 
indicate that young adulthood may be a significant period in which the role of 
attachment is relevant to both self-esteem and sexual self-efficacy, however, the 
results can only be interpreted within the narrow age gap of those between ages of 
18-22 years. It is also important to consider the wider systemic aspects relative to the 
development of sexual self-efficacy. It would also be expected that wider family and 
community systems would influence the development of constructs of the self, 
particularly in adolescent populations.
4.9 Implications
There are a number of implications relevant to the findings of the current study. The 
results support the pattern in the literature that attachment anxiety and avoidance are 
associated with lower self-esteem. There are very few studies which examine the 
factors associated with sexual self-efficacy and this study offers a unique insight into 
the mediating effect of self-esteem on an association between attachment and sexual 
self-efficacy.
In the UK, the majority of health campaigns are aimed at increasing awareness of 
sexual risk. These campaigns are mainly targeted at adolescent and young adult 
populations, as STIs and teenage pregnancies continue to rise in this population 
group. Prevention and intervention programmes which utilise only a skills-and- 
knowledge-based approach may not be enough to increase sexual self-efficacy in 
young people. The key findings from the current study demonstrate that prevention 
and intervention programmes should take account of developmental factors including 
attachment and self-esteem.
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Professionals working in specialist NHS sexual health clinics come into frequent 
contact with young people diagnosed with an STI or who disclose an unwanted 
pregnancy. Clinical psychologists are well placed to provide teaching and training in 
sexual health clinics which would help make staff aware of risk factors such as high 
attachment anxiety and avoidance and low self-esteem. Many prevention 
programmes work within a self-efficacy framework, yet if attachment difficulties and 
self-esteem fail to be addressed, the effectiveness of an intervention programme may 
be limited. In sex education programmes it may be beneficial to include a more 
detailed focus on relationships, intimacy and self-esteem. This may help adolescents 
gain a greater understanding of their own feelings and behaviour. The introduction of 
child IAPT services may also serve to provide more general interventions on mental 
health and well-being including raising self-esteem, which may impact on sexual 
self-efficacy.
As clinical psychologists we are aware those individuals who have significant 
attachment difficulties and lower self-esteem are more vulnerable to developing 
mental health problems. The present research was conducted in a non-clinical sample 
however relational difficulties and low self-esteem are commonly treated in mental 
health services, particularly in child and adolescent mental health teams. Mental 
health teams include access to specialist therapeutic interventions for attachment 
difficulties and low self-esteem. Further research may benefit from examining how 
specialist interventions could be tailored and applied to more general prevention 
programme. For example, a number of evidence based treatments are used in 
interventions for young people who have attachment difficulties and struggle to 
manage their emotions. Aspects of these intervention programmes may be 
appropriate for use in general school and college populations and could increase self­
esteem and sexual self-efficacy.
GPs may be the only professionals who are aware of a young adult presenting with 
STIs or unwanted pregnancy. A young person may also discuss difficulties in their 
sexual relationships to a GP and may disclose patterns of consensual but unwanted 
sex with their partner. A greater understanding of the psychological risk factors 
associated with lower sexual self-efficacy such as attachment anxiety/avoidance and 
low self-esteem may draw attention a GPs attention to these factors. This would
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encourage GPs to screen for psychological well-being when patients presented 
repeatedly with such issues, referring to mental health services if underlying 
attachment and/or self-esteem difficulties were identified.
4.10 Future research
Future research would benefit from extending the present study in a number of ways. 
A larger sample size would allow for more comparisons across age, gender and 
ethnicity, which might be confounding or moderating the relationships found here. 
Including measures of both regular and casual partners would give more nuanced 
measures of risky sexual behaviour. Past research has indicated that types o f self- 
efficacy, either situational or resistive, show different relationships with sexual self­
esteem. It would be interesting to investigate whether the pattern of results differed if 
more specific measures of sexual self-efficacy (resistive and situational) were 
utilised.
Previous studies have alluded to the importance of self-identity as an important 
factor related to sexual behaviour. Future research would benefit from an 
examination of how cultural and religious beliefs and other factors important to self- 
identity relate to sexual self-efficacy and sexual behaviour. Alcohol and substance 
use is frequently cited in the evidence base as co-occurring with risky sexual 
behaviour in adolescence (Connell et al. 2009). The use of alcohol/substances during 
sexual activity may also affect self-confidence and sexual self-efficacy. Extending 
the current study to include measures examining alcohol/substance use during sexual 
encounters would help clarify this affected the pattern of results. Furthermore, 
repeating the study in a sample of young adults who presented to services with STIs 
and unwanted pregnancies would help identify if  levels of sexual self-efficacy were 
comparable to the general population and if a similar mediating pattern of self­
esteem was evident.
Finally, while findings illustrated that sexual self-efficacy was associated with 
condom use at last intercourse, it is apparent from the methodological issues 
discussed and from the inconsistencies evident in the literature, the association 
between sexual self-efficacy and risky behaviour requires further investigation. 
Longitudinal research in populations of young people may help unpick some of the
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complexities of psychological aspects associated with sexual self-efficacy and risky 
behaviours.
4.11 Conclusion
The results from the present study support the hypothesis that self-esteem mediates 
an association between higher attachment anxiety and attachment avoidance and 
lower sexual self-efficacy. There were no associations between attachment, self­
esteem and the measures of risky sexual behaviour included in the study, contrary to 
previous research. The only significant findings for the sexual risk variables related 
to the measure of sexual self-efficacy and contraception use at last intercourse.
The results of this study are clinically relevant to both mental health and public 
health arenas. Current research investigating the psychological aspects which are 
thought to underpin health behaviours in populations of young people would help 
inform public policy and appropriately target intervention. The findings of the 
present study imply that it may be less effective to only utilise knowledge and skills 
based interventions to increase sexual self-efficacy. Interventions should consider 
developmental factors such as attachment and self-esteem with an emphasis on the 
importance of relational aspects. Future research would benefit from examining 
whether intervention programmes which included aspects of attachment-based work 
can increase self-esteem or sexual self-efficacy.
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Appendix 1 Email sent to prospective participants
UNIVERSITY O F
V â SURREY
My name is Mekayla Zahra and I’m a Trainee Clinical Psychologist on the Doctorate of Clinical 
Psychology course at the University of Surrey. As part of our training I am conducting a piece of 
research exploring young people’s perceptions of themselves, relationships and how sure they are 
about making decisions around their sexual behaviours.
I would be grateful if you could take the time to contribute to this research by completing a few brief 
anonymous questionnaires. If you chose to complete the questionnaires you can enter into a prize 
draw to win a £30 amazon voucher.
Your participation is greatly appreciated and will contribute to research on young adults. This 
survey contains some questions on your attitudes to sex and a few questions on your sexual 
behaviour. If you feel that you may be offended by this then you are free not to participate at all. 
Please do not answer these questions if you are under the age of 18 years.
If you are over 18 and would like to participate or learn more about this project, please click on the 
following link. Your contribution to this research is voluntary, if at any time you wish to withdraw 
from participating you may do so with absolutely no consequences. Your completion and 
submission of the questionnaires acknowledges your consent to participate.
Please click on the following link to access this survey 
http://www.fahs.surrev.ac.uk/survev/perceptions/
If you do participate in this survey, and in the unlikely event that it raises some concerns for you, 
you can contact me or listed below are some phone numbers you may call to receive guidance for 
your concerns:
NHS Direct 0845 4647 www.nhsdirect.co.uk 
Sexual Health Line 0800 567 123 
Talk to Frank 0800 77 66 00 www.talktofrank.com 
Brook 0808 802 1234 www.brook.orq.uk 
Worth Talking About 0800 282 930
Thank you for your time,
Mekayla Zahra
DClin Psyc Programme
D ept o f Psychology
University of Surrey
Email: m.zahra@surrev.ac.uk
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Appendix 2 Information for participants
INFORMATION FOR PARTICIPANTS
You are being invited to participate in 
project. The aim of this information is to help 
you to understand why the research is being 
done and what it will involve.
PURPOSE
You are being asked to volunteer to participate in a study exploring 
how adults aged 18-22 years perceive themselves, relationships 
and their sexual behaviours.
Your participation w ould be greatly  appreciated and  
although w e cannot offer any paym ent you will be offered  
th e  chance to  go into a prize draw and th e  w inner will 
receive a £30  am azon voucher. If you would like to  be 
entered  into th e prize draw w e will ask  you to provide your  
em ail address at th e  end of the study. Your em ail ad dress is 
not linked to  any of th e  inform ation you g ive in th is study  
and will be so le ly  used for th e  prize draw should you w ish  to  
enter.
DESCRIPTION
The research will involve completing questionnaires about how you 
feel about yourself and relationships with others. This survey 
contains some questions on your attitudes to sex and a few 
questions on your sexual behaviour. If you feel that you may be 
offended by this then you are free not to participate at  all. We 
will not be asking you about the sorts of sexual behaviours you like 
or dislike but will be asking you about your beliefs about how 
certain you are about making decisions about behaviours related to 
sex.
WHY ARE YOU BEING ASKED TO TAKE PART
We are asking adults between the ages of 18-22 years to take part 
in contributing to research on sexual behaviours and what might 
affect our decisions around sex. Please do not participate in this 
research if you are under the age of 18 or over 22 years old. This is 
because we want the results to reflect the answers from this 
specific age group.
DO I HAVE TO TAKE PART?
This research is voluntary, if at  any time you wish to withdraw from
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participating you may do so with absolutely no consequences. Your 
completion and submission of the survey acknowledges your 
consent to participate. It should take you about 15 minutes to 
complete the questionnaires. If you decide part way through the 
questionnaire that you no longer wish to take part and want your 
data removed you can email the researcher on m .zahra#  
surrey.ac.uk with the time and date of when you logged on to the 
questionnaire and you data will be removed
ANONYMITY
You will not be asked to give your name at any point during this 
research and all information you give remain anonymous. The 
results of this study may be published in a peer reviewed journal 
for the wider psychology community. If this happens no identifying 
information will be used. If you choose to participate, please 
answer the questions as honestly and as completely as possible. 
You can withdraw from this research and discontinue answering at 
any time.
POTENTIAL RISKS
In the unlikely event that any of the questions in this research 
cause you any upset or distress a list of telephone numbers which 
can offer you further advice are provided below and also at the end 
of the questionnaires. You can also contact myself or my 
supervisors on the contact details below. These will be provided for 
you again at  the end of the questionnaires. If you have any further 
questions regarding this research or need help with reading this 
information please feel free to contact myself or my supervisors 
using the contact details at the bottom of the page.
POTENTIAL BENEFITS
We cannot promise that taking part in the study will be helpful to 
you directly but the information we obtain from the research will 
hopefully be published and may help identify how services can 
promote the psychological well-being and sexual behaviour of 
young adults. You will also have the opportunity to be entered into 
a prize draw to win a £30 amazon book voucher.
WHO HAS REVIEWED THIS STUDY?
The research is looked at by an independent group of people called 
an Ethics Committee to protect your safety, rights, well-being and 
dignity. This study has been reviewed and given a favourable 
opinion by the University of Surrey Ethics Committee.
FURTHER INFORMATION AND CONTACT DETAILS
For any further information or if you have any concerns please 
email m.zahra@surrev.ac.uk.
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Mekayla Zahra 
School of Psychology 
University of Surrey 
Guildford 
SURREY 
GU2 7XH
Dr Sarah Johnstone or Ms Linda Morison
School of Psychology
University of Surrey
Guildford
SURREY
GU27XH
PHONE NUMBERS 
NHS Direct
0845 4647 
www.nhsdirect.co.uk 
Sexual Health Line 
0800 567 123 
Talk to  Frank
0800 77 66 00 
www. ta I ktofra nk.com 
Brook
0808 802 1234 
www.brook.ora.uk 
Worth Talking About
0800 282 930
Thank you for reading th is inform ation.
C onsent Form
By continuing to complete the questionnaires you are confirming 
that you are between the ages of 18-22 and have understood the 
information provided and are consenting to take part in this 
research.
Do you agree to go on?
Yes
No
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Appendix 3. Demographics Questionnaire
1. How old are you?
18 19 20 21 22
2. Gender
Female
Male
3. What is your ethnic group? 
Choose one option that best describes your ethnic group or 
background
White British 
White Irish 
White Other]
White and Black Carribbean 
White and Black African 
White and Asian 
Mixed Other] """
Indian 
Pakistani 
Bangladeshi 
Asian Other]
Black or Black British Caribbean 
Black or Black British African 
Black or Black British Other] ~~~~
Chinese
Other]
Next
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Appendix 4 Experiences in Close Relationships-Revised- General-Short-
Form
Think about all of the people in your life. Now read each of the 
following statem ents and rate how much it describes your feelings.
Disagree
Strongly
Disagree Neutral
/Mixed
Agree Strongly
Agree
1 .1 prefer not to show others how 
I feel deep down
2 .1 often worry that other people 
close to me don’t really love me.
3 .1 find it difficult to allow 
myself to depend on other people.
4 .1 often worry that other people 
don’t care as much about me as I 
care about them.
5 .1 am very comfortable being 
close to other people.
6. Sometimes people change their 
feelings about me for no apcare- 
giver reason.
7. It is usually easy for me to 
discuss my problems and 
concerns with other people.
8. My desire to be close 
sometimes scares people away.
9. It helps to turn to others for 
support in times of need.
10 My relationships with people 
makes me doubt myself.
11.1 am nervous when people get 
too emotionally close to me.
12. When I show my feelings to 
people I care about, I’m afraid 
that they will not feel the same 
about me.
13.1 find it easy to depend on 
other people.
14.1 am afraid that once 
somebody gets to know me, he or 
she won’t like who I am.
15. It is easy for me to be 
affectionate with other people.
16. It makes me mad that I don’t 
get the affection and support I 
need from other people.
17.1 feel comfortable sharing
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private thoughts and feelings with 
other people.
18.1 worry a lot about my 
relationships.
19.1 feel comfortable depending 
on other people.
20 .1 find that other people don’t 
want to be as close as I would
like.
Next
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Appendix 5 Rosenberg Self-esteem Scale
Below is a list of statem ents dealing with your general feelings 
about yourself. If you strongly agree, choose SA. If you agree with 
the statem ent, choose A. If you disagree, choose D. If you strongly 
disagree, choose SD.
SA A D SD
On the whole, I am satisfied with myself.
At times, I think I am no good at all.
I feel that I have a number of good qualities.
I am able to do things as well as most other
people.
I feel I do not have much to be proud of.
I certainly feel useless at times.
I feel that I’m a person of worth, at least on an 
equal plane with others.
I wish I could have more respect for myself.
All in all, I am inclined to feel that I am a failure.
I take a positive attitude toward myself.
Next
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Appendix 6. Multidimensional Sexual self-concept Questionnaire-SE 
INSTRUCTIONS:
The items in this questionnaire refer to people's sexuality. Please 
read each item carefully and decide to what extent it is 
characteristic of you. Give each item a rating of how much it 
applies to you by using the following scale:
Not at all characteristic of me.
Slightly characteristic of me.
Somewhat characteristic of me.
Moderately characteristic of me.
Very characteristic of me.
NOTE:
Remember to respond to all items, even if you are not completely 
sure.
Your answers will be kept in the strictest confidence.
Also, please be honest in responding to these statements.
Not at all 
characteristic 
of me
Slightly 
characteristic 
of me
Somewhat 
characteristic 
of me
Moderately 
characteristic 
of me
Very 
characteristic 
o f me
I derive a sense of 
self-pride from the 
way I handle my own 
sexual needs and 
desires.
I am proud of the way 
I deal with and handle 
my own sexual 
desires and needs.
I am pleased with 
how I handle my own 
sexual tendencies and 
behaviours.
I have positive 
feelings about the way 
I approach my own 
sexual needs and 
desires.
I feel good about the 
way I express my own 
sexual needs and 
desires.
Next
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Appendix 7. Sexual Self-efficacy Questionnaire
Directions:
Please indicate whether or not you feel like you could do each 
activity. Mark "Yes" if you feel like you could do the activity and 
"No" if you feel like you couldn't do the activity. For those activities 
that you answer "Yes" to, rate your degree of confidence in your 
ability to do the activity with the following scale:
No -  I could not do this activity
For those activities you answer y e s  to please rate
your confidence in your ability to do the activity:
Y es - Very Uncertain
Y es - Somewhat Uncertain
Y es - Neither Certain nor Uncertain
Y es - Somewhat Certain
Y es - Very Certain
No
I could 
not do 
this 
activity
Yes
Very
Uncertain
Yes
Somewhat
Uncertain
Yes
Neither
Certain
nor
Uncertain
Yes
Somewhat
Certain
Yes
Very
Certain
Refuse a sexual advance by 
your partner.
Have a sexual encounter 
without feeling obliged to 
have intercourse.
Put a condom on an erect 
penis.
Initiate sexual activities.
Discuss using condoms and/or 
other contraceptives with a 
potential partner.
Ask a potential partner to wait 
if precautions are not available 
at the time.
Carry condoms around with 
you "in case".
Control your sex urges while 
under the influence of alcohol 
or drugs.
Meet your own sexual needs 
by masturbation.
Discuss with a partner use of 
condoms for HIV protection 
when other means of 
contraception are already 
being used.
Choose when and with whom 
to have sex.
Tell your partner how to treat 
you sexually.
Refuse to do something 
sexually which you don't feel
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comfortable about.
Be able to buy 
condoms/contraceptives.
Discuss precautions with a 
doctor or health professional.
Admit being inexperienced to 
your sexually experienced 
peers.
Reject an unwanted sexual 
advance from someone other 
than your partner e.g. an 
acquaintance
Watch sexually explicit 
movies without 
embarrassment.
Ask someone other than your 
partner for a date.
Ask your partner to provide 
the sexual stimulation you 
require.
Next
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Appendix 8. Risky sexual behaviour questionnaire
These are questions about your sexual behaviour. All answers are 
confidential and anonymous. Please answer the questions as 
openly and honestly as possible.
Have you ever had sexual intercourse
Yes
No
Next
2. How old were you when you first had sexual intercourse? 
Y e a rs H
How many people have you ever had sexual intercourse with?
How many people have you had sexual intercourse with in the last 
12 months?r-
Did you use a condom the last time you had sexual intercourse?
Yes
No
Next
If you did not use a condom at the last time you had sexual 
intercourse did you confirm with your partner that they had been 
tested for all sexually transmitted infections?
Yes
No
Next
We would like to offer you the opportunity to take part in our prize 
draw to win a £30 amazon voucher. If you would like to enter 
please leave your email address below and we will contact you if 
you have won once data collect in complete. This email address will 
not be kept with any of the information you have provided in the
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questionnaires. The data from the questionnaires is completely 
anonymous.
Please enter you email address here for the prize draw
Next
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Appendix 9. Debriefing information
UNIVERSITY O F
^  SURREY
Debriefing Information
Thank you for participating in our research your time is gratefully 
appreciated. If you have been affected by any of the information in 
the questionnaires, please either contact myself, or alternatively 
there are a list of numbers who will either be able to provide you 
with adequate information or signpost you to further services.
If you have any further questions about the research please feel 
free to contact me.
Contact d eta ils and Support and inform ation num bers 
NHS Direct
0845 4647  
www.nhsdirect.co.uk 
Sexual Health Line 
0800  567 123  
Talk to  Frank
0800 77 66 00 
www.ta ! ktofra nk.com 
Brook
0808  802 1234  
www.brook.orq.uk 
Worth Talking About
0800 282 930
Mekayla Zahra 
DClin Psyc Programme 
School of Psychology 
University of Surrey 
Email: m.zahra@surrev.ac.uk
P o w e r e d  by S a w t o o t h  S o f t w a r e ,  Inc.
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Appendix 10. Ethical Approval
&  UNIVERSITY O F
SURREY
Ethics C om m ittee
Miss Mekayla Zahra
Psychology
FAHS
09 February 2012  
Dear Miss Zahra
How does insecure attachment relate to  sexual self-efficacy and is any relationship 
mediated bv self-esteem ? EC/2012/03/FAHS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the  
above research on the basis described in the submitted protocol and supporting 
documentation.
Dale of confirmation of ethical opinion: 9 February 2012.
The final list o f docum ents reviewed by the Committee is as follows:
Document /  « _, - y : v  . : /
Summary of the project_____________________________________________________________________
Detailed protocol for the project____________________________________________________
Information sheet for participants___________________________________________ _ _______________
Consent form _______________________________________________________________________
Questionnaires____________ ____________________________________________ ________ ___________
Debriefing information_____________________________________________________________________
Risk assessment_______________________________________________________________________
Email Recruitment advert____________________________________________________________ ______
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. Please be advised that the Ethics Committee is able to  audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to  note that a further submission to the Ethics Committee will be required in the  
event that the study is not completed within five years o f the above date.
Please inform me w hen the research has been completed.
Yours sincerely
Z v  Glenn Moulton
Secretary, University Ethics Committee 
Academic Registry
cc: Professor S Williamson, Chairman, Ethics Committee
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Appendix 11. Distribution ECR-R-GSF Anxiety
anxioustotal
20- Mean = 27.02  
Std. Dev. = 7.303  
N = 138
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anxioustotal
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Appendix 12. Distribution ECR-R-GSF Avoidance
avoidanttotal
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Appendix 13. Distributions Rosenberg Self-esteem Scale
newrosenberg
30"
20“
10-
0 2010 30
new rosenberg
Mean = 18.84 
Std. Dev. = 5.659 
N = 145
202
Fr
eq
ue
nc
y
Mekayla Zahra URN6111382
Appendix 14. MSSC-Q Sexual self-esteem
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Appendix 15. Distributions Sexual Self-efficacy
selfefficacytotal
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Appendix 16. Risky Sexual Behaviour; number of partners 12 months
sex12months
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Appendix 17. Distributions Risky Sexual Behaviour; number of partners
sexnumber
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AppendixlS. Distributions Risky Sexual Behaviour; age first intercourse.
sexage
5 0 - Mean = 16.28  
Std. Dev. = 1.954  
N = 147
4 0 -
3 0 -
20-
10-
sexage
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Research Log
Year 3 September 2012
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Research Log
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
y
30 Applying research findings to clinical practice y
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Trainee Clinical Psychologists’ Perceptions of 
Working with Clients: An Interpretative 
Phenomenological Analysis
Abstract of Qualitative Group Project 
Year 1 June 2010
Words count: 200
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This study aimed to explore trainee clinical psychologists’ perceptions of working 
with clients. Semi-structured interviews were conducted with five female first-year 
trainee clinical psychologists and transcripts were subjected to the qualitative analysis 
of Interpretative Phenomenological Analysis (IPA). Each participant was interviewed 
by a different researcher, using the same semi-structured interview schedule. This 
schedule included questions relating to the therapeutic alliance, clinician factors that 
may impact upon alliance, the learning facilitated by extant clinical and personal 
experiences, and the impact of this learning on clinical practice.
Five superordinate themes were generated from the data: (a) variability of 
experiences; (b) confidence and competence; (c) engagement issues; (d) past 
experiences and personality; (e) learning as an on-going process. Reflections are 
presented relating to the shared identity of the researchers and participants as trainee 
clinical psychologists, and the potential implications of this shared identity on levels 
of objectivity when interpreting participants’ accounts. Limitations associated with 
the ambiguous nature of certain interview questions are acknowledged, and 
suggestions for future research offered. Implications for clinical practice are 
discussed, including the importance of professional development and learning support 
systems to enable clinicians to develop confidence and competence, to manage their 
own emotions, and to promote on-going learning.
212
